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FINALLY ! 
A TRANQUILIZER 
THAT WILL 


SHORT OF 
DROWSINESS 


for quieting 


QUIACTIN—in the recommended dose—one 400 mg. 
tablet q.i.d., provides a greater tranquilizing effect 
than meprobamate...no drowsiness...more prolonged 
activity...freedom from toxicity...no withdrawal 
symptoms.'-* 

Structurally, QUIACTIN is a completely new tranquil- 
izer... therapeutically, it’s different...stops before it 
goes farther than patient comfort or safety allows. 
QUIACTIN does not push the patient beyond tranquility 
into lassitude, dullness, depression. 


1. Proctor, R. C.: Dis. Nerv. Sys. 18:223 1957. 2. Feuss, C. D., and Gragg, 
L., Jr.: Dis. Nerv. Sys. 18:29, 1957. 3. Coats, E. A., and Gray, R. W:: Dis. 
Nerv. Sys. 18:191, 1957. Registered Trademark : Quiactin 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI + St.Thomas, Ontario Wises 


Another Exclusive Product of Original Merrell Research S'INCE 1828 


on 
(=) 
Yn 
| 
(oxanamide) 


a superior psychochemical 


for the management of both 


minor and major 


emotional disturbances 


T.M. 


arta 


dihydrochloride brand of thiopropazate dihydrochloride 


@ more effective than most potent tranquilizers 


@ as well tolerated as the milder agents 


@ consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 
proved under everyday cor.ditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.i.d. 


e In psychotic conditions one 10 mg. tablet t.i.d. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section, In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vord at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 146, Illinois - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at ihe post office 
at Konsas City 8, Missouri. Additional entry at Chicago, 
Ilinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice. 
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Current Notions About Mumps Virus Infection 
Hans G. Grieble, M.D. and George Gee Jackson, M.D. 
This is a concise report on the present status of the mumps skin test, 
serologic studies and mumps vaccine—and an account of the value of 
estrogens and other agents in mumps orchitis. 


The Pediatric Physical Examination . 
|. Robert Wood, M.D. 
Dr. Wood reminds us of some practical aids that make the physical 
examination a more pleasant experience for both the physician and the 
little patient. 


Who Has Syphilis? Buffalo General wr 
of Buffalo Conference . 
George E. Miller, M.D., editor 
The participants in this well-paced conference are agreed that the posi- 
tive or equivocal serologic test for syphilis must be interpreted in the light 
of the whole clinical picture. 


The Management of Iron Deficiency Anemia . 
Elmer B. Brown, Jr., M.D. 
Dr. Brown stresses the ease with which iron deficiency anemia can 
usually be diagnosed and the importance of searching for a demon- 
strable etiology—especially blood loss. Iron absorption, transport and 
utilization are outlined to aid in the approach to this anemia. 


Veratrum Therapy of Hypertension. 
Frank A. Finnerty, Jr., M.D. and Joachim H. Buchholz, M.D. 
Preoccupation with ganglionic-blocking agents has made some physt- 
cians lose sight of the value of Veratrum alkaloids in the treatment of hy- 
pertension. This essay helps to restore perspective. 


The Management of the Ileostomy Patient . 
Marcel Patterson, M.D. 
This ts a guide to the care of patients with permanent ileostomies, with 
practical pointers on shin care and the use of appliances. 


Are Your Patients Protected? . . 
Robert A. Gerrick, M.D. 


Third Degree Lacerations in Obstetrics : Cause and Effect . 
John W. Ballew, M.D. and Robert L. Sullivan, M.D. 
The authors have analyzed the incidence, etiology and end results of 
obstetric lacerations that involved the anal sphincter. Factors of great 
importance include the type of episiotomy and the use or misuse of “low” 
forceps. 


Synthetic Narcotic Analgetics and Their Antagonists . 
M. J. Schiffrin, Ph.D. and Max S. Sadove, M.D. 
The synthetic “opioids” differ widely in their pharmacologic properties. 
This essay is a practical guide to the selection of the most appropriate 
drug for any specific clinical pain problem. 
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Psychotherapy in the Office of the Family Physician . 


G. Wilse Robinson, Jr., M.D. 

Psychotherapy is part of every physician’s armamentarium. This essay 

offers a guide to better psychotherapy in the family physician’s office. 
Selection of Skin Lesions for Removal . 


Henry P. Royster, M.D. 
Decision about biopsy examination is a prime factor i in control of skin 
cancer. Dr. Royster discusses the factors that influence that decision and 
the techniques for removal of lesions. 


Congenital Diaphragmatic Herniation of the Liver. 

Sol Katz, M.D. 
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these and other timely and informative articles 
scheduled to appear in coming issues. 


Early * Clinical and X-Ray Diagnosis of Multiple 
Myelome. Gustave EIsemann, M.D., Sipney Ru- 
‘BIN, M.D. and S. Dann, This brief. 
_ report provides some “tips” for detecting multiple 

* \ myeloma early in its course, The experiences of 
these authors emphasize the varied roentgeno- 
‘graphic signs of this disease. 


Prevmonias of Childhood. Ina M. RosenTHal, 

_ M®D.. The childhood pneumonias are a heterogene- 

. ous greup of diseases. Dr. Rosenthal emphasizes the 

of painstaking bedside examination, careful 

individual evaluation of progress, attention ta 

general therapeutic measures and the judicious 
choice of antibiotics. 


i Relief of intractable Pain. Daviv CLEVELAND, 
MD @nd Ropert Stegner, M.p. There are a few 
patients with intractable pain that cannot be 
haved by surgical means, This paper reviews the 
surgical procedures of choice according to ame? 
‘and distribution of pain. 


Referring Phytician and the Artificial ‘Kidney. 
Leonarp Berman, M.D. and Joun C. Rose, up. 
a Here are practical pointers on when and where to 
refer your patient who may need hemodialysis. 
Early consultation with a renal center is often 
life-saving. 
; .. SAUNDERS, M.D. Common sense is a prime factor in 
treatment of nosebleeds. Added to this, there are 
_ some technical details that are largely within the 
scope of general practice. 
Problems in Management of infective Endocarditis. 
L. Forrz, u.v. The chances of death from infee- 
tive eridocarditis are still one in four. The author 
explains why the record is not better for this “ cur. 
able” disease.. 


Nonpenetrating Abdominal Travme. E. 
Licurensreix, M.D. Dr. Lichtenstein’ gives many 
practical pointers in the diagnosis of abdominal 

viscera injured by blunt or indirect trauma, The 
“plan of management—observation of surgery—is 
outlined lucidly. 
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MEMO FROM THE PUBLISHER 


Tue Acapemy’s guest registration book recently provided a fas- 
cinating hour. Like a telephone directory, the plot is weak but 
the cast is colorful. 

Last year, more than 1,400 people visited the headquarters 
office. Guests came from every state and territory and 11 foreign 
countries. They came from the Hawaiian Islands to attend im- 
portant meetings; they came from across the street to sate an 
avid curiosity. All were very welcome. Unfortunately, we have 
no register that records their myriad comments concerning the 
building’s architectural beauty and functional mien. We were 
pleased and always grateful. We are also reminiscent. 

Less than three years ago, there was no headquarters building. 
The Academy owned a barren bit of the old Santa Fe trail. 
But there was a Building Fund Committee, started in 1951 and 
led by able men with realistic visions. It seemed only logical 
that the nation’s second largest medical association should be 
housed in a handsome edifice that would stand as a symbol of 
dedication to Academy programs and objectives. There was 
only one way for the committee to go—in the direction of vol- 
untary contributions from members and from anyone interested 
in the Academy’s future. 

In six years, 6,452 members contributed $290,000. We still 
face the problem of retiring a bank loan but the Academy is 
under one roof. More than 800 members, by contributing at 
least $100, became members of the Century Club. 

But we aren’t here concerned with amounts. We instead enjoy 
a renaissance of our abiding faith in the Academy. There was no 
assessment, no pressure, only a simple, direct appeal to the mem- 
bers of a voluntary association. Such faith is always bound to be 
stimulating. 

We also note, with sincere satisfaction, that visiting members 
talk about “their” building. It is their building. The headquar- 
ters office is nerve center of all Academy activities and exists 
only to serve the more than 23,000 members. 

We close with an open invitation. If a business trip or a va- 
cation brings you close to Kansas City, plan to visit the head- 
quarters building. Let a tour guide show you every facet of 
Academy operations. We’re proud of our new building and 

understandably grateful to everyone who helped build it. — 

Here key commissions and committees meet to plan programs. 
Here GPis published and Annual Assemblies are planned. Here, 
each fall, state chapter officers meet to compare notes and learn 
how to resolve common problems. Here the Board meets to es- 


Materials for publication should be addressed to the Editoria 


= = Offices of GP: Volker Blvd. at Brookside, Kansas City 12 tablish policies and objectives. Here people come to learn about 
Soul. Correspondence pertaining to scientific content the Academy and to see the staff working on plans and projects. 
May be addressed to the Office of the Medical Editor: Hugh H. Hussey y S P be FC 

MD, George'own University Hospital, Washington 7, D. C. 
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Proxmire To Join 
Forand and Keen 


Kintner Tax Case 
Ruling Anticipated 


SECRETARY'S NEWSLETTER 


FEBRUARY, 1958 


Sinificant Events 


> This could be a great year for labor union bosses and 
their paid cohorts in Congress. After passing HR 8883 (Keen, 
R-N.J.) and enmeshing all physicians in the compulsory 
social security web, Congress could smile on HR 9467, the 
Forand (D-R.I.) compulsory health insurance bill (more 
popularly termed the "AFL-CIO" bill). 

Worse yet, Congress could endorse even more liberal left— 
wing legislation currently jelling in the mind of Democratic 
Senator William Proxmire, an ambitious neophyte who previ- 
ously (1) served a brief term in the Wisconsin Assembly 
and (2) has a 0-3 record in gubernatorial races. With the 
boundless enthusiasm of an ex—Ivy League boxer, Proxmire 
wants to stop nibbling away at free enterprise medicine. In 
one gargantuan bite, he wants to (1) jump the tax base from 
$4,200 to $7,500; (2) raise the self-employment tax rate 
from 33 to 44 per cent; make everyone eligible for cash 
disability benefits and (4) include 60 days' free hospitali- 
zation per year. 

Union funds elected Proxmire. Charles L. Schultz, presi- 
dent of the Wisconsin CIO, says that "labor" has spent 
$250,000 on Proxmire since 1952. It's obviously time for 
the pay-off. 


> Physician partnerships would do well to watch for an 


Internal Revenue Service ruling that may permit them to 
institute a tax-deductible pension or profit-sharing plan 
such as many corporations offer employees. The ruling, 
expected early this year, will clarify the tax consequences 
of an appellate court decision in the Kintner case. 

Kintner, a Missoula, Mont., internist, formed a clinic 
with eight other doctors. The partnership took over all 
assets and liabilities, collected fees, supplied equipment 
and paid salaries fixed by a five-man executive committee. 
Individual salaries were used as a base to distribute net 
earnings. The association further provided an employee 
pension plan. 

On his tax return Kintner deducted the association’s 
contributions to the pension fund. The tax commissioner 
disallowed the deduction. Kintner paid the deficiency, 
claimed a refund, got no action and sued. Granting that the 
Clinic association was a partnership, he contended that it 
should be treated as a corporation, insofar as the 
employee's pension plan was concerned. 


The district court ruled for Kintner and was upheld by 


i ¥ 
al 


the Ninth Circuit Court of Appeals. A recent Technical 
Information Release (TIR 61) points out that the launching 
of a pension plan does not, by itself, determine whether an 
organization is a partnership or an association taxable as 
a corporation. Other criteria will be listed in the IRS 
ruling. 

It_ will be interesting to see how such associations can 
qualify for federal tax benefits and obviate, simultane-— 
ously, prohibitions of state laws banning the corporate 
practice of medicine. Contributions by the association 
compounds tax free to the individual's benefit. When 
benefits are drawn at retirement, only a capital gains 
tax is due. 


Kerr Tells Results >» Early in December, Senator Robert S. Kerr (D—Okla.) 
Of Oklahoma Poll mailed a compulsory social security coverage questionnaire Off 
to Oklahoma physicians. On the basis of 1,207 returns, 63 Pre 


per cent voted against compulsory coverage (761-446). 2 
In_a follow-up letter, Kerr states: "In view of the Pre 
majority consensus on the compulsory social security } 


coverage proposal, I will not press for legislation of this Vie 
type." Kerr also indicates that he is "sympathetic" toward 


( 
the Jenkins—Keogh bill and adds that it will have his full Ch 
attention and study if and when it reaches the Senate. | 


Hussey Addresses p> Addressing a February 9 Congress on Medical Education in 
Medical Educators Chicago, Hugh H. Hussey, GP’s medical editor, listed under- B 


graduate and graduate medical education problems. Dr. 


Hussey, professor of medicine at Georgetown University, S 
warned that medical schools must not "make a fetish of re- 
search" and become "the province of untrained or half- V 


trained workers." The medical student, Dr. Hussey contends, 
is becoming increasingly responsible for his own education. 


Instead of acting as guides, teachers simply give the : 
student a map. 
Discussing postgraduate education, Dr. Hussey said that , 


new_means must be devised to help both specialists and 


general practitioners assimilate geometrically increasing 
amounts of information. 


Sees Continued Trend p> Peering 30 years ahead in an Aesculapian crystal ball, 
Toward Specialization AMA Trustee Julian P. Price sees the future family doctor 
practicing internal medicine, pediatrics and psychiatry. 
Price, a South Carolina pediatrician, adds that general 
practice office procedures will embrace orthopedics, gyne- 
cology and surgery. 
Pointing out that the trend toward specialization will 


continue, Price forecasts more group practice clinics and 
more small community hospitals. Many physicians will move 
to suburban communities. 

Commenting further on group practice clinics, Price says 
that they will attract "a large segment of the population." 


He adds that, "There will still be those, however, who want 
individual physicians for themselves and their families." 
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Mississippi. President: Joun C. Loncest, M.D., Box 155, State 
College ; Secretary-Treasurer: ROBERT JAMES MooRHEAD, M.D., 
107 East Jefferson Street, Yazoo City; Executive Secretary: 
Miss Louise Lacey, P.O. Box 1435, Jackson 


Missouri. President: Ricuarp R. Becker, M.D., 4000 Baltimore 
Avenue, Kansas City; Secretary-Treasurer: James H. Tro- 
LINGER, M.D., Jackson; Executive Secretary: Mr. RayMonD 

McIntyre, 622 Missouri Theatre Building, Saint Louis 
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. President: Wmuam E. S. Harris, M.p., 114 North 
Second Street, Livingston; Secretary-Treasurer: Vernon D. 
STANDISH, M.D., 127 McLeod, Big Timber 


Nebraska. President: Hersert D. Kuper, 2511 Fifteenth 
Street, Columbus ; Secretary-Treasurer: Joun A. Brown, III, 
vp, 113 N. 11th St., Lincoln; Executive Secretary: Mrs. 
Auerua E. Kos, 113 N. 11th St., Lincoln 


Nevada. President: Burcuarp A, M.D., 1820 Daniel 
Webster Drive, Reno; Secretary-Treasurer: Dennis Cun- 
INGHAM, M.D., 1626 East Charleston Boulevard, Las Vegas 


New Hampshire. President: Harotp Curtis Pickwick, M.D., 247 
Main Street, Meredith; Secretary-Treasurer: Wituiam F. 
PurnaM, M.D., Lyme 


New Jersey. President: Ropert E. Verpon, M.p., 576 Anderson 
Ave., Cliffside Park; Secretary: A. Guy Campo, M.D., 405 
Broadway, Westville; Executive Secretary: Mr. Artuur R. 
EUENBERGER, 120 Halstead, East Orange. 


New Mexico. President: Jose A. Rivas, M.p., 122 North Main, 
Belen; Secretary-Treasurer: Freperick R. Brown, M.D., 207 
North Union, Roswell 


New York. President: Seymour Fiske, M.D., 150 East 
Street, New York 21; Secretary-Treasurer: RaymMonp S. 
McKersy, M.D., 84 Main Street, Binghamton 


North Carolina. President: CHARLES T. WILKINSON, M.D., Wilkin- 


son Building, Wake Forest; Secretary-Treasurer: Joun R. 
BENDER, M.D., Nissen Building, Winston-Salem 


North Dakota. President: Atan K. JOHNSON, M.D., 410 Sixth 
Street, East, Williston ; Secretary-Treasurer: RicHarp DePuy 
NieruinG, M.D., P.O. Box 951, Jamestown 


Ohio. President: Eart C. Van Horn, M.p., 4843 Reading Road, 
Cincinnati; Executive Secretary: Mr. Davin J. Byrnes, 209 
South High Street, Columbus 15 


Oklahoma. President: Ermer RipGeway, Jr., M.D., 3601 North 
May Avenue, Oklahoma City; Secretary-Treasurer: V. M. 
RUTHERFORD, M.D., 328 East Aeronca, Midwest City; Execu- 
tive Secretary: Mrs. Orene Ramsey, P.O. Box 9696, Shartel 
Station, Oklahoma City 


Oregon. President: BerTRAM L. Tretsrap, M.D., 2054 North 
Capitol Street, Salem; Executive Secretary : Mrs. ANNA PAYNE, 
4942 Northeast Thirty-fourth Avenue, Portland 11 


Pennsylvania. President: Ernan L. Trexier, M.D., 15 South 
Franklin Street, Fleetwood ; Secretary-Treasurer: Horace W. 
EsuBacu, M.D., 4450 State Road, Drexel Hill 


Puerto Rico. President: FERNANDO VALLECILLO, Jr., M.D., 1116 
Ponce de Leon Avenue, Rio Piedras; Secretary-Treasurer: 
Ratpn J. Lum, Jr., M.p., 601 Avenue Miramar, Santurce 10 


Rhode Island. President: Gusravo A. Morra, M.p., 164 Acad- 
emy Avenue, Providence; Secretary-Treasurer: RicHarD J. 


Krarmer, M.D., 2907 Post Road, Greenwood P.O., Warwick 


South Carolina. President: Homer M. EarGit, M.p., 231 Amelia 
St. Northeast, Orangeburg; Secretary-Treasurer: Horace M. 
Wurrwortn, M.D., 301 East Coffee St., Greenville; Executive 
Secretary: Mrs. Inez C. Lyrie, 301 East Coffee St., Greenville 
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South Dakota. President : CHartes A. JOHNSON, M.D., 1st National 
Bank Building, Lemmon; Secretary-Treasurer: Macni Davip- 
SON, M.D., Brookings Clinic, Brookings 


Tennessee. President: JuLIAN K. Wetcu, Jr., 303 North Lafayette, 
Brownsville; Secretary-Treasurer: Invinc R. M.D., 
601 Woodland Street, Nashville 


Texas. President: G. W. CLEVELAND, M.D.g1209 Parkway, Austin; 
Executive Secretary: Mr. Donato C. Jackson, 1905 North 
Lamar Street, Austin 


Utah. President: LearH Dron Netson, M.D., Washington Ter- 
race, Ogden; Secretary-Treasurer: AARON Betnap Ross, M.D., 
3419 Riverdale Road, Ogden 


Vermont. President: THomas A. KEENAN, M.D., 49 West Street, 
Rutland; Secretary-Treasurer: Epwarp B. Crane, M.D., Box 
306, Charlotte 


Virginia. President: Matcotm H. Harris, m.p., P.O. Box 250, 
West Point; Secretary: Russet G. McALLIsTER, M.D., 1016 
West Franklin Street, Richmond 20; Executive Secretary: 
Mrs. Louise B. Greiner, 1105 West Franklin Street, Rich- 
mond 20 


Washington. President: Joun O. MILLIGAN, M.D., 1120 Boylston 
Avenue, Seattle; Secretary-Treasurer: JoHN M.p., East 
10706 Sprague Avenue, Opportunity; Executive Secretary: 
Mrs. LEHMAN, 726 West Sixth Avenue, #2, 
Spokane 4 


West Virginia. President: HALvVARD WANGER, M.D., Corner Main 
and Duke Streets, Sheperdstown; Secretary: James Krrru 
PickENs, M.D., 116 South Fifth Street, Clarksburg; Executive 
Secretary: Mr. Dontey T. Suuttz, P.O. Box 1187, Fairmont 


Wisconsin. President: THeopore J. Nerem, M.D., 333 Glen 
Way, Madison; Secretary-Treasurer: EpGar Enp, M.D., 7608 
West State Street, Wauwatosa 13; Executive Secretary: 
Mr. Rosert A. Durour, 758 North Twenty-seventh Street, 
Milwaukee 8 


Wyoming. President: S. JoserpH GiovaLe, M.D., 622 Central 
Avenue, Cheyenne; Secretary-Treasurer: Wutarp H. Pen- 
NOYER, M.D., Hynds Building, Cheyenne 


“Pssti—Pepe—everything'’s been fixed—the bull’s on 
tranquilizers.” 


Courtesy The Saturday Review and Ed Fisher 
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The insecure are often candidates for peptic ulcer—or at 
least hyperacidity! Prescribe Mucotin, the antacid tablet with 
natural gastric mucin that forms a protective coating on . 
ulcerated, eroded, or inflamed areas. This natural mucin keeps 

Mucotin’s antacid ingredients in contact with irritated mucosa for 

well over two hours! Pain and discomfort disappear fast, 

stay away longer. No acid rebound or systemic alkalosis. 


Nepera Laboratories, Morris Plains, N. J. 


MUCOTIN 


for peptic ulcer and hyperacidity 
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the suppression of lactation.” 


the exclusive oral fat-stored estrogen’ 


4 CAPSULES DAILY FOR 7 DAYS 


THE WM. S. MERRELL COMPANY 
New York + Cincinnati + St. Thomas, Ontario 


1. Eichner, E., Goler, G. G., Sharzer, S., and Horo- 
_  witz, B.: Obst. & Gynec. 6:511, 1955. 2. Greenblatt, 
R. B., and Brown, N. H.: Am. J. Obst. & Gynec. 
63:1361, 1952. TRADEMARK: TACE® 
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(CHLOROTRIANISENE) 
Since 1828 


help reduce 
the pressures 
IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowdllan of 
blood pressure in hypertensive patients, aswell as 


a mild bradycardia. Hence, the work load of the’ 


heart is reduced. ae 
“... often preferred to reserpinéin private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


SQuIBB 


help reduce 


the pressures 
ON your 
Patients 


Tranquilizing Raudixin helps relax th 
hypertensive patient so that he is bet er able to 
cope with external pressures teins over- 
whelmed by them. By reducing these anxieties and 
tensions, Raudixin helps Dreee the mental tension 
—hypertension cycle. 

Dosage: Two 100 mg. tablets once @aily; may be adjusted 


within range of 50 to 300 mg. Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1000 and 5000. : 


Squibb Quality—the Priceless Ingredient 
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This Month's AUT 


Elmer B. Brown, Jr., M.D. authored “The Management of Iron Deficiency 
Anemia.” A graduate of Washington University School of Medicine, St. Louis, 
Dr. Brown took a medical internship and assistant residency at Columbia-Presby- 
terian Hospital, New York. After two years of active duty with the Naval Reserve, 
he returned to Washington University as a USPHS trainee in hematology and as 
a fellow in the medical sciences of the National Research Council. Dr. Brown also 
served as an instructor in medicine there and is currently on a two-year fellowship 
in the Laboratory of Cellular Physiology, Enzyme Section, National Heart In- 
stitute, Bethesda, Md. « Page 87 


H. Robert Cathcart is administrator of Philadelphia’s Pennsylvania Hospital. 
Author of “‘Why Pennsylvania Hospital Added General Practitioners to a Spe- 
cialist-Dominated Staff,” Mr. Cathcart has served in his present position since 
1952. He received a degree in economics from the State University of Iowa and 
later took a master’s degree in hospital administration at the University of To- 
ronto. He has also had a preceptorship at the Kellogg Foundation, Battle Creek, 
Mich. Mr. Cathcart is a fellow of the American College of Hospital Administrators, 
a member of the American Hospital Association and secretary of the Philadelphia 
Hospital Association. Page 143 


G. Wilse Robinson, Jr., M.D. has an active neurologic practice in Kansas 
City, Mo.,and has been editor of his county medical society bulletin for six years. A 
graduate of the University of Pennsylvania School of Medicine, Dr. Robinson is a 
fellow of the American Psychiatric Association and has served on its Board of 
Consultants of the Mental Hospital Service and on the Central Inspection Board. 
Currently president of the Central Neuropsychiatric Association, Dr. Robinson 
heads the Neurological Hospital Association’s Board of Trustees. He is a past 
president of the Mid-Continent Psychiatric Association. Dr. Robinson’s article is 
‘Psychotherapy in the Office of the Family Physician.” Page 115 


Henry P. Royster, M.D., an associate medical editor of GP and author of “Se- 
lection of Skin Lesions for Removal,” is professor of surgery at the University of 
Pennsylvania School of Medicine. Dr. Royster is a Pennsylvania graduate and 
took both his internship and residency at the University Hospital. He has held 
numerous hospital, teaching and research positions, including ten appointments 
at Pennsylvania, consultantships in plastic surgery at both the Alfred I. duPont 
Institute, Wilmington, and the Veterans Administration Hospital, Philadelphia. 
Dr. Royster has also served as chief of plastic surgery, University Hospital, Phil- 


Ernest Witebsky, M.D. was born in Germany, studied at the University of 
Frankfurt and received his medical degree from the University of Heidelberg. He 
came to the United States in 1934 and in 1936 became director of the bacteriology 
and serology laboratories at General Hospital, Buffalo, N.Y. Since 1941, he has 
alse headed the bacteriology department of the University of Buffalo School of 
Medicine. Widely known for his investigative work in immunology, Dr. Witebsky 
was the moderator for a series of Buffalo General Hospital-University of Buffalo 
conferences on clinical bacteriology and immunology. The first report on this 
series is “Who Has Syphilis?” Page 82 


adelphia, and plastic surgeon, Lancaster (Pa.) Cleft Palate Clinic. 


Page 120 
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JUST 2 SPRAYS* OF 


NEO-HYDELTRASOL 


Prednisolone 21-phosphate with Propadrine®, Phenylephrine, and Neomycin 


PROVIDE—the most valuable and most soluble of the topical 
steroids—prednisolone 21-phosphate (2000 times more soluble 
than hydrocortisone, prednisone or prednisolone), with 
phenylephrine and Propadrine® plus neomycin 


for prompt, persistent and potent anti-inflammatory, antibiotic, 
decongestant action, to help re-establish normal 

drainage, breathing and mucosal function and at the same time 
actively combat secondary bacterial infection. 


*DOSAGE: as spray—2 sprays into each nostril every 2-3 hours. 
as drops—2 or 3 drops every 2-3 hours (invert bottle). 


SUPPLIED: in 15 cc. plastic spray bottles. 


MERCK SHARP & DOHME - Division of MERCK & CO., INc., Philadelphia 1, Pa. mMOo 
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the chill 
the cough 


the aching muscles 


the fever 


Viral upper respiratory infection.... For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN- VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
unrest. And it dependably combats bacterial invasion because it is the only preparation of its 
kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 


for 
cians’ Council for ® 
mation on Child Health. Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa. 
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Where? Why?? 


Dear Sirs: 

Ihave noted your comments in the “Secretary’s News- 
letter” in the December GP. 

I wish you to know that I, too, am a general practitioner- 
surgeon. My remarks concerning “‘no surgery for tomor- 


row’s GP” were primarily directed to general practitioners 
in large urban cities and teaching hospitals connected with 
medical schools. 

I, too, believe there will be a definite need for general 
practitioners in rural and outlying districts for years to 
come. 


Max CHEPLOVE, M.D. 
Buffalo, N.Y. 


All Steamed Up 


Dear Sirs: 

“How to Explain to Patients’’ (p.100, November, 1957 
GP) may cause some knowing patients to laugh. ‘The little 
gadget” attached to the radiator, in the illustration, is 
an air-vent valve. It is not designed to let off excess steam, 
is not a safety valve and does not control steam pressure. 
The safety valve should be directly attached to the boiler, 
and therefore out of sight of most patients. 

The basic idea, to explain to patients, is excellent; 
the details (printed and illustrated) are incorrect. 

Rosert K. Harvey, M.D. 
Arlington, N. J. 


Dr. Harvey is correct. In a steam radiator with a single 
hipe delivery (the pipe carries in steam and also is of sufficient 
dimension to carry out condensed water from the steam), the 
valve on the radiator itself is a bleed valve for air only. When 
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Yours Trt 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


the steam comes in, the air in the radiator must go some place 
—two things cannot occupy the same place at the same time— 
and the air escapes through this valve. The air which escapes 
will be hot and may be mixed with a little steam and will 
give the appearance of release of pressure. However, this is 
not happening. Pressure is being controlled on the boiler itself, 
and in the case of excess pressure, the boiler carries a spring- 
driven valve which will release excess pressure. 

However, in the popular mind (cartoons, etc.) this is an 
image of pressure release—MeEpicat Eprtor 


Wife Gets Obit Scare 


Dear Sirs: 
The November 30 issue of the Journal of the American 
Medical Association reported 93 physician deaths. A quick 


_ look at these listings revealed that of the 36 physicians 


in the over-70 age group, their obituaries comprised very 
few lines compared to those in the younger age groups. Of 
the 21 over 80 only three rated obituaries of some lineage. 
The remaining 18 obits consisted of the three or four lines 
necessary to list name, age, residence, medical college and 
date of demise. In this over-80 group only 13 gave the cause 
of death which in most cases was disease or condition asso- 
ciated with extreme age. So it can be assumed the remaining 
eight died of natural causes associated with age. While 
those in the 70’s generally carried a few more lines than 
those in the 80’s, the cause of death was mainly heart 
disease. 

The younger physicians in the 50’s and 60’s had the 
longest obituaries. They were cited as serving or having 
served as president, member of the board of directors, officer 
of this or that medical organization ; active members of var- 
ious committees, charitable organizations or civic groups; 
recipient of this or that honor. The majority of them are 
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GENTIAN VIOLET 


Gentian Violet Supprettes are preferred by Sal 
physicians for maximum F 
@ Pregnancy moniliasis 
fungicidal activity Soke by @ Antibiotic moniliasis ’ 
patients for minimal messiness Mycotic leukorrhea 
@ Diabetic vulvitis } 
@ Mycotic vulvovaginitis ng 
Gentian Violet Supprettes provide rapid relief from itch-  ° Prvritus vulvae 7 
ing, burning, and discharge without irritation to vaginal =. sNeocera’’ — Fr 
membranes. Effective even in resistant cases of monilial sakes the Difference 
vaginitis. Messiness and cost are less than with other Contains no oils or fatty materials. Con- ug 
gentian violet preparations. sists of water-soluble Carbowaxes* with 
active dispersal agent. Mixes completely D 
with vaginal and cervical fluids to assure 
Composition: Each Supprette contains gentian violet pentioation ate of vaginal 
0.2%, lactic acid 0.3%, and acetic acid 1.0%. wall. wl 
Supplied: In jars of 12. *Trademark U.C.C. 


NO REFRIGERATION NECESSARY °* Samples on Request 


GENTIAN VIOLET SUPPRETTES 
0 
Wbsta THE WILLIAM A. WEBSTER COMPANY MEMPHIS 5, TENNESSEE 
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in their graves due to heart disease. A quick look at the 
obits in several other issues of the JAMA revealed almost 
identical data. 

The moral of this story? Doctor, if you wish to LIVE 
just simply tend to your practice! Medical organization 
jobs are killing you! Shun extracurricular work as you 
would the plague. 

As a physician’s wife this disturbs me because my 
husband is only 46 and, according to the criteria estab- 
lished by the JAMA obits, is already sufficiently active 
in medical affairs and has held enough medical “jobs” to 
merit him at least a half page in the JAMA obits. 

Mrs. Dorotuy FROHMAN 
Washington, D. C. 


Many will remember that Mrs. Frohman served as chair- 
man of the Ladies’ Entertainment Committee at the Academy's 
1956 Scientific Assembly in Washington, D. C. Husband 
L. Phillips Frohman was chairman that year of the Local 
Arrangements Committee and has served as editor of “Ab- 
stracts” the past several years.—PUBLISHER 


Objective Reply to Nagler Critics 


Dear Sirs: 

Dr. Joseph J. Lauber contradicts himself (‘Yours Truly” 
December, 1957 GP). If he is correct in claiming that man 
is created to “suffer in this life,” it necessarily follows that 
Dr. J. Herbert Nagler’s thoughts on euthanasia which are 


a “violation of the natural law,” and “ugly and repulsive” 
will add to the suffering of man. 

The dogma of suffering is not acceptable to the physician. 
Ifit is, how can we account for the work of Pasteur, Koch, 
Salk, Fleming, Freud, etc.? 

Teaching methods that are too didactic and do not 
stimulate the spirit of critical study in the student, provoke 
this type of criticism to any new concept. 

Have all the problems of incurable disease been solved? 
The least we can say of Dr. Nagler’s recommendations 
is that they offer elements of critical examination of an 
important problem. 

SamuEL GANZ, M.D. 
Franklin Square, N. Y. 


“Freedom Manifesto” 
Dear Sirs: 

Some months ago I read an article in The Freeman en- 
titled “Freedom Manifesto” by Walter H. Kemp. I read the 
article several times with sympathetic interest. Other re- 
cent articles making somewhat similar criticisms were Doro- 
thy Thompson’s, ‘Must Schools be Palaces” in the August 
Ladies’ Home Journal, and that of William Hard in the 
Reader’s Digest, entitled, ‘Pacific Northwest Stands on its 
Own Feet.” 

As background for what I am about to write may I say 
that my city and state are plagued with all of the mentioned 
burdens plus having the highest old age pension plan in the 
entire nation. 
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I might add that I belong to an earlier generation that 
knew nothing of subsidies, social security and back-break- 
ing taxation. I am in my 78th year. 

How in the face of political pressures upon members of 
Congress by labor unions, gigantic corporations and vari- 
ous other organized groups can an effective nationwide pro- 
test be made? 

Would it be at all possible to organize the extremely large 
nonvocal citizenry—nonunion white collar workers, persons 
on fixed incomes, those who take the patriotic long view 
and any who suffer from the prodigious spending programs 
of government. 

Why not a committee of competent, well-informed indi- 
viduals to work out a comprehensive plan, avoiding so far 
as possible controversial matters such as United Nations, 
upon which there can well be a divided opinion in the pres- 
ent state of world affairs. My suggestion is that with a 
large membership, none of which could expect to profit 
separately from the general public, dues of $1 per year 
should finance salaries of organizers and publicity. The form 
should visualize operation on state and local levels as 
well as nationally. 

LeRoy B. Ester 
Denver, Colo. 


Mr. Esler’s letter concerns the same “‘Freedom Manifesto” 
which was published in GP, simultaneously with The Free- 
man’s edition. For those who missed it, see page 124, July, 
1957 GP. 

The following letter from Member D. E. Beckman takes 
issue with the fact that GP published “* The Freedom Manifesto” 
as well as an editorial, “Yesterday's Communist,” which 
appeared in the same issue. 

It was not GP’s intent to become political, but rather to 
keep medicine mindful and watchful. Social pressures have 
made it imperative that medicine be cognizant of the dangers 
which threaten our system of free enterprise—the lifeline of 
the profession. It must also be realized that medicine can no 
longer be divorced from politics and economics.—PUBLISHER 


Dear Sirs: 

I am writing you regarding the highly political articles 
which appeared in the July issue of GP. On page 70 is an 
item entitled ‘“Yesterday’s Communist.” As a patriotic 
American citizen I was astounded at your “little regard for 
precise definition.” 

There are many of us who feel that the late senator did 
our country a disservice and hampered honest efforts to 
uncover subversion by his indiscriminate use of such words 
as “red, pink, traitor,” etc. 

As a lifelong Democrat I deplored and never forgave 
his referring to my party as “the party of treason.” 

I feel that such articles as the editorial and Mr. Kemp’s 
article on page 124 have no place in GP. We have banded 
together to improve general practice and provide better 
care for our patients. Let us practice our politics in political 
organizations and reserve GP for medicine. 

D. E. BECKMAN, M.D. 
Clarksville, Mo. 
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Fall River Suburbia Calls 


Dear Sirs: 
There are several openings for general practitioners 
in the Fall River, Mass. area. There are excellent oppor- 
tunities for young physicians to establish practice in 
Somerset and Swansea, Mass. and in Tiverton, R. I. These 
are all rapidly growing suburbs of Fall River which do not 
currently have adequate medical coverage. 
This hospital would be willing to help young doctors 
become established here through financial subsidies until 
their practices are well established. We will also grant 
them hospital privileges as members of the Courtesy Staff 
Division of General Practice. It would be necessary for 
the doctor practicing in Tiverton to have, or obtain, both 
Massachusetts and Rhode Island licenses. 
We would be very happy to communicate with anyone 
interested in these opportunities. Please write directly 
to me. 
Haypn M. Deaner 
Administrator 

The Truesdale Hospital, Inc. 

Fall River, Mass. 


New Practice Statistics 


Dear Sirs: 

I was very interested in Dr. Brooks’ “Statistical Analysis 
of General Practice” since I opened my own practice just 
four months ago. I believe a few points need clarification 
and emphasis. First, the type of patient seen, by specialty, 
ismuch different at the beginning of a practice than in an 
established practice. Secondly, Dr. Brooks saw only 6,142 
patients in three years, an average of eight office calls a 
day. The average established practitioner sees four or five 
times that many. For these two reasons Dr. Brooks’ ex- 
perience is definitely atypical and the article consequently 
loses much of its value. 

Here are a few examples of how Dr. Brooks’ experience 
varies from what I would anticipate in an established prac- 
tice. He had 197 obstetric visits in three years. Figuring 
ten visits per patient that’s 20 deliveries—a small obstetric 
practice. An average figure would be 50 deliveries per 
year, 1,500 office visits in three years. Dr. Brooks makes 
no mention of well-baby visits, although these may be 
included in immunizations. With 50 deliveries a year 
there are 50 infants coming in for about six visits each 
during their first year. That’s 900 well-baby visits in three 
years. Immunizations do not follow a consistent pattern. 
[refer specifically to last year’s polio panic and the current 
flu epidemic. Actually I have given as many “‘shots” in 
four months as the author gave in three years. 

I believe Dr. Brooks’ experience is quite typical for 
anew practice. My own experience is almost identical except 
my volume is building up faster. During the first three 
months [ averaged a little more than 200 office calls a month 
but in October I had 425. I am located in a town of 550 


population which had not had a doctor for several years. 
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The importance of EENT (including upper respiratory 
infections) and dermatology can hardly be overestimated. 
C. E. BERRYHILL, M.D. 


Readlyn, Ia. 


As is GP’s custom, Author Brooks was asked to comment. 
Mis reply follows. 


Dear Sirs: 

It is nice to know that my article has evoked some 
thought on the statistics of general practice. Dr. Berryhill 
essentially states that he does not believe the statistics 
I present are typical of an “established practice.” I agree. 
The statistics I presented are for the first three years of 
only my practice. He also states that his “own (‘new prac- 
tice’) experience is almost identical” with the stated ex- 
ceptions of fads like the “polio panic” and the “current 
flu epidemic.” I am pleased to hear that his impression is 
that his statistics of a “new practice” would confirm mine. 

Dr. Berryhill’s anticipations for future statistics in his 
practice may or may not eventuate. The fulfillment of 
his anticipations, I believe, depends on the effect of the 
variable factors I mentioned, and the effect of those variables 
in his location. I would like to point out again that “the 
effect of the tangible variables ... cannot be determined 
in a single survey of this sort. Only by comparing the 
effect of these variables in many surveys of this kind 
can one begin to determine objectively the effect of such 
factors.” 

FRANK Brooks, M.D. 
Deerfield, Ill. 


"I couldn't swallow it either . . . this is the BOX!" 
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brand of prednisolone 


ARTHRITIC patients on STeRANE can achieve a manual 
dexterity, dramatic in degree — frequently after salicylates 
and/or previous corticoids have proved unsatisfactory 
—with minimal incidence of electrolyte imbalance. 


White, scored 5 mg. tablets (bottles of 20 and 100); 
pink, scored 1 mg. tablets (bottles of 100). 


Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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Answer Yes or No 


SOMEWHAT BELATEDLY GP is constrained to discuss a 
polemic by Dr. A. R. Felty in the March Connecticut 
State Medical Journal. Dr. Felty highlights a Hartford 
County Medical Association survey and says that 
county physicians, by a seven to one vote, “want 
Social Security.” 

We are frankly astonished. Converting to percent- 


§ ages, the Hartford survey shows 85 per cent in favor; 


only 15 per cent opposed. An earlier GP study showed 
91 per cent of our readers adamantly opposed to 
wmpulsory physician coverage and only 55 per cent 
indicating that they might participate in a voluntary 
plan. GP couldn’t account for the statistical hiatus. 

So, we wrote Dr. Felty and asked him for a copy of 
the Hartford questionnaire. His secretary advised us 
that the survey gave the respondent the following two 
alternatives : 


I aM in favor of social security ( ) 
1 aM Nor in favor of social security ( ) 
Signed: M.D. 


Our enigma was resolved. The laws of logic simply 
don’t permit Dr. Felty to reach the above conclusions. 
Logically, they’re meaningless. Suppose, for example, 
that the survey had explored another area: 


I aM in favor of capital punishment () 
1 AM Not in favor of capital punishment ( ) 
Signed: M.D. 


Further suppose that 85 per cent of the respondents 
indicated that they were in favor of the ultimate penalty. 
Does this then mean, as Dr. Felty’s logic implies, that 
85 per cent want to participate actively in a capital 
punishment program ? 

Dr. Felty can’t conclude, from the results obtained, 
that 85 per cent of the Hartford County Medical Asso- 
ciation members want to participate in the social 
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Editorials 


security program. He knows only that these physicians 
endorse the present program. They may personally 
want no part of it. Dr. Felty doesn’t know. 

There’s a moral involved. Surveys are useful—but 
dangerous. They must be prepared by trained person- 
nel who know how to avoid loaded questions. They 
must not force the respondent to choose one of two 
alternatives—when three or more exist. Most im- 
portant, the results must not answer questions that the 
survey didn’t ask. 


Risks of Rubella—Reprise 


IN AN EDITORIAL published in September, 1954, GP 
took issue with the thought that therapeutic abortion 
is indicated when a woman acquires rubella during the 
first trimester of pregnancy. That thought had been 
derived from reports beginning about 15 years ago of a 
high incidence of congenital malformations in infants 
born to mothers who had rubella early in pregnancy. 
Some of those reports had suggested that the risk of 
congenital malformations is as high as 90 per cent. 
However, other investigations indicated that the risk 
was much lower—as low as 10 per cent. So it was that 
GP contended: ‘‘With a spread that large in the esti- 
mates, scientific evaluation of the place of therapeutic 
abortion had better wait for further studies.” 

In the Journal of the American Medical Association 
for October 12, 1957, Greenberg, Pellitteri and Barton 
gave the results of their study of the frequency of de- 
fects in infants whose mothers had rubella during 
pregnancy. Theirs was a prospective study in contrast 
to many other investigations which had been retro- 
spective. They cited the objections to the retrospective 
approach. For example, they noted that the diagnosis 
of rubella frequently must have been inaccurate because 
it had not been made by a physician. However, their 
main objection was statistical. Thus, they wrote, “No 
consideration is given to the children who were born 
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normal and who therefore escaped from the study. If 
100 pregnant women gave birth to 100 infants, of whom 
ten are deformed, the incidence is 10 per cent. If the 
inquiry starts with the ten deformed infants and works 
back, the finding will be that all their mothers had ru- 
bella during pregnancy. One can thoughtlessly consider 
this a 100 per cent incidence.” 

The prospective investigation by Greenberg and his 
coworkers was started in 1949. When reports of rubella 
in women 15 to 45 years of age were received, the pa- 
tients were visited by a medical inspector who inquired 
about pregnancy. Continued observation of the preg- 
nant women and later of their offspring disclosed that 
the incidence of congenital deformities among the live- 
born babies of women who had rubella during the first 
trimester of pregnancy was 9.7 per cent. 

The authors were not entirely satisfied with the re- 
sults of their study. There were too few cases for final 
decision, and controls were not used, so that a com- 
parison could not be made with women who did not 
have rubella. Still, the authors commented, ‘From the 
results of the present study and other reported prospec- 
tive studies one can conclude that the incidences of 
congenital malformations reported by early workers are 
fantastically high and incorrect. The recommendation 
of therapeutic abortion based on those rates is not 
medically justified.” It was quite apparent that this 
would be news fora great many physicians in New York. 
This is suggested by the fact that among 103 women 
who had rubella during the first trimester of preg- 
nancy, 48 had therapeutic abortions. It is to be hoped 
that a reversal of this policy will be accepted by 
physicians and patients alike. In that connection, the 
authors wrote, “It is true that it matters little to the 
individual woman whether the over-all rate of deformity 
is great or small if her child is affected. However, there 
is quite a difference between informing her that she 
has a 90 per cent chance of giving birth to a normal 
baby and telling her that there are 90 chances out of 
100 that her baby will be deformed.” 

Whatever the risks of damage from rubella during 
pregnancy, one other hopeful thought prevails. They 
can be obviated entirely by ensuring that girls acquire 
rubella during their childhood. Then there need be no 
anxiety about rubella during the childbearing years of 
life. 


Treatment Without Diagnosis 


Amone the disquieting results of “An Analytical Study 
of North Carolina General Practice,” as reported in 
the Journal of Medical Education for December, 1956, 
was the finding that some physicians tend to regard 
anemia as a disease entity rather than a symptom that 
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may be produced by diverse causes. This implics that 
when anemia is discovered, those physicians prescribe 
a treatment without making any effort to find the reason 
for the anemia. And judging from the emphasis placed 
by advertising on certain pharmaceuticals, there js 
strong likelihood that the prescription is often a mix. 
ture of iron and vitamins, including perhaps folic acid 
and vitamin By. 

It is well known that most anemias encountered in 
general practice are due to a deficiency of iron. To be 
more precise, the usual patient is a woman in the 
childbearing age whose iron stores have become de- 
pleted as a result of pregnancies and menstrual blood 
losses. When she is given an iron-containing “shotgun” 
hematinic, the anemia is relieved. The treatment there- 
fore is satisfactory to patient and physician alike. Of 
course, the same result would be obtained less ex- 
pensively by administration of iron alone, but that is 
beside the point. At least this patient has not been en- 
dangered by the physician’s policy of treating anemia 
without first discovering its cause. 

But what about the patients who are outside the 
“usual” group? Obviously, some of these people will 
get into serious trouble as a direct result of a physi- 
cian’s neglect of diagnosis. Examples that come readily 
to mind include failure to disclose remediable diseases 
of the gastrointestinal tract and the threat of irreversi- 
ble damage to the central nervous system when perni- 
cious anemia is treated incompletely. 

To treat a symptom without giving due considera- 
tion to the reasons for the symptom is uniformly un- 
desirable. It has all the harmful potentiality of leaping 
without looking, with an added fillip because more than 
one person is involved. Treatment without diagnosis 
threatens the patient’s safety and the physician’s 
reputation. 


Planning for More Physicians 


Eacu YEAR for some years past, reports of intern re- 
cruitment have indicated that there is a serious shortage 
of graduates of United States medical schools. So it is 
that a larger and larger number of internships would 
be unfilled if it were not for entry of foreign-trained 
physicians. Although this trend is partly due to a dis- 
proportionate increase in the demands by hospitals for 
interns, it now appears that the supply of native physi- 
cians is not keeping pace with population growth. 
Thus, maintenance of a constant ratio of physicians to 
population would have been impossible if it were not 
for the fact that many of the foreign physicians have 
remained in the United States to practice. 

When the increase in population is projected into 
the future, it becomes apparent that the present rela- 
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tive shortage of native medical graduates will become 
progressively greater. Of course, there are three ways 
inwhich an absolute shortage of physicians can be pre- 
vented: by increasing the number of students in 
United States medical schools, by bringing in more and 
more foreign medical graduates, or by a combination 
of these first two methods. Whatever the prospects, it 
seems inevitable that a strong effort will be made to in- 
crease the number of graduates from United States 
schools. 

One thing seems sure: there will be plenty of young 

people available for enrollment in medical schools. 
fie booming birth rate of the 40’s has taken care of 

that. But what about the problem of finding places for 
them in medical schools? How will the need for ex- 
pansion be met? 

Undoubtedly many of the existing medical schools 
have the potential for large enrollments, and there is 
prospect of establishment of new schools. However, 
both these methods will demand large expenditures of 
money for new facilities and for more teachers. Indeed 
the anticipated costs are quite beyond the present 
means of financial support of medical education. 

The problems represented in all these thoughts are 
truly urgent. There is always a lag between planning 


and production in any educational program, and in 
medical education that lag is enormous. Unless the 
planning is started promptly, there is risk equally of a 
doctor shortage and of a deterioration of educational 
standards. 


National Disease and Therapeutic Index 


THE FIRST REPORT of the National Disease and Thera- 
peutic Index was issued in July, 1957, and was titled 
“Neoplasms as Seen by Practicing Physicians.” The 
report fully supports the expectation that this unique 
research project will provide reliable, basic facts on 
medical practice in the United States—facts of im- 
portance to physicians in practice, medical educators, 
research workers and to those persons in the pharma- 


ceutic industry. 

The NDTI program was started in February, 1956, 
by Taylor, Harkins and Lea, Inc., Philadelphia, 
specialists in medical epidemiologic and marketing 
research. The project is underwritten financially by 
four leading pharmaceutic manufacturers. The 
NDTI has a panel of more than 800 participating phy- 
sicians who report on all private patient visits occur- 
ting during a 48-hour period once each quarter. The 
panel is so designed as to give broad representation in 
type of practice, geographic region and urban or rural 
location. Two committees—one made up of medical 
educators and one of medical society executives—serve 
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in an advisory capacity for preparation of the reports 
that will be forthcoming in the research program. 

‘Neoplasms as Seen by Practicing Physicians” is 
based on 91,801 patient visits to physicians in 1956. 
Diagnoses of neoplasms were recorded in 2,536 of 
these people (2.8 per cent). The distribution of neo- 
plasms by broad types is shown in the following dia- 
gram: 


In all probability, the percentage of benign neoplasms 
does not represent the full total of discoverable lesions 
of this type. There is a natural tendency for all physi- 
cians to neglect to record diagnoses of the more in- 
significant lesions of this type. 

General practitioners, internists and surgeons 
among the participating NDTI physicians reported 
almost three-fourths of all neoplasms. However, a con- 
siderably larger proportion of the practice of derma- 
tologists and urologists was concerned with neoplasms 
than in other specialties. So it is that about one-half of 
the general practitioners, internists and obstetrician- 
gynecologists reported seeing one or more neoplasms 
in patients in a two-day period. In a similar reporting 
period, the percentages for surgeons, urologists and 
dermatologists were, respectively, 60 per cent, 71 per 
cent and 86 per cent. 

The report contains many other interesting details 
of variations in experience with neoplasms according 
to type of practice and other factors. There is little 
doubt that information of the type represented in this 
report and to be expected in forthcoming reports will 
serve as an important guide in such areas as preventive 
medicine, research and education. 
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* 
Malignant neoplasms —55 per cent 
\ Benign neoplasms — 35 per cent rah 
ap 


GP is proud to announce that through arrangements 
with Taylor, Harkins and Lea, Inc., significant results 
of their studies will be reported in feature articles 
in future issues. 


The Inflexible Demand 


Unton pouicirs are often revealed in simple words and 
phrases. For example, a prominent labor leader re- 
cently addressed the Michigan State Medical Society. 
In one two-paragraph section of the text, the word 
“demand” appeared no less than seven times. The 
speaker, a United Auto Workers vice president, didn’t 
talk in terms of goals, objectives or agreements. He 
talked about “demands.” The union demanded shorter 
hours, it demanded higher wages, it demanded fringe 
benefits, it would enforce its demands—and so on into 
the night. There is perhaps some merit in terming labor 
negotiations a form of legalized blackmail. 

This is unfortunate. Labor and management are as 
indispensable, each to the other, as a doctor and his 
patient. The talk goes on to discuss union contribu- 
tions to our economic structure. We wonder if existing 
needs might not be better served by fewer union “‘de- 
mands” and a truer spirit of compromise. 


Against Obesity 


Last Marcu the National Health Council conducted a 
scientific session on the subject of overweight. One of 
the conclusions pointed out that current efforts at 
weight reduction have a large percentage of failures. 
It was decided that educational programs are needed 
to improve this record—programs directed toward 
both the medical profession and the public. 

The campaign against obesity has always had hard 
going, and there are many reasons for this. Through 
the ages, in varying degree and directly or indirectly, 
adiposity has been equated in the human mind with 
the qualities shown in the following list: 

1. Beauty (example: the paintings of the Renaissance 
artists) 

2. Fertility (example: ancient statues) 

3. Wealth (example: Aga Khan who was worth his 
weight—240 pounds—in platinum) 

4. Generosity (example: Santa Claus) 

5. Reliability (example: the antithesis of Cassius) 

6. Happiness (Fat people are popularly thought to 
be good-humored.) 

7. Health (example: almost any mother’s urgings 
to her offspring) 

All these qualities seem desirable and some are vir- 
tuous. Obviously, then, pronouncements against obes- 
ity encounter strong psychologic barriers. Moreover, 
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such pronouncements are based mainly on a review of 
the unpleasant consequences to be expected from over. 
weight—mortality tables and the like. These are hardly 
as popular as the allurement of good food. 

The National Health Council announcement did not 
offer advice on techniques of education about over. 
weight. But this it did make clear: “*...It is the physi- 
cian’s responsibility to provide leadership in this field.” 

It would seem pointless to speak of the “physician’s 
responsibility” in anything pertaining to health edu- 
cation, This is an acknowledged, unvarying responsi- 
bility. Probably, therefore, the National Health 
Council announcement had a deeper meaning. It in- 
tended to call attention to the fact that there are as 
many fat physicians as there are fat lawyers or dentists 
or businessmen. The announcement could be a prick 
to the doctor’s conscience which otherwise allows him 
to live by the creed, “Follow my rules, not my example.” 


Explorations in Pedagogy 


CURRENTLY THERE Is intense interest and no little ac- 
tivity in revision of medical education. Many medical 
schools are restudying their curricula and methods 
with a view to making changes. Before they get too far 
along with their planning, the faculties would do well 
to read “Disaster in Pedagogy”—an article by Dr. R. 


A. Lyman, Jr. that appeared in the New England 
Journal of Medicine for September 12, 1957. 

It is quite apparent that Dr. Lyman’s comments were 
largely inspired by a previous writer’s analysis of needs 
for improving medical education. Dr. Lyman fears the 
entry of “progressive education” into medical schools 
and, to his way of thinking, nothing could be worse. 
He takes violent issue with thoughts that to him re- 
sound the “party line” of “progressive educators.” 
Thus, in tabular form: 


The Thought The Refutation 


1. People learn what they 1. They also learn much 

want to learn. that they do not want to 
learn (for example, the 
multiplication table). 


2. Learning is emotional 2. This will be a difficult 
and not intellectual doctrine to reintroduce 
in science. The history of 
science is a record of the 
difficulties that man_ has 
had in divorcing his in- 
tellect from his emotions. 
Emotion is essential to 
learning only insofar as it 
engenders determination. 
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3. Medicine has always 
been taught and practiced 
in an authoritarian fash- 
ion, and that is the source 
of its success and its 
strength. Authoritarian- 
ism is not a stifling influ- 
ence. It is a rational guide 
to originality and a safe- 


3, Medicine is taught in 
quthoritarian fashion. 
Tue learning requires 


freedom. 


guard to everyone who 
consults a physician. 


4. A purposeful or de- 
manding teacher looks 
like a devil incarnate to 
poor students. A stu- 
dent’s very status as a 
student disqualifies him 
from passing judgment 
on a teacher. A man’s 
opinion of his teacher is 
worth listening to only 
about ten years after he 
has graduated, provided 
that he was a good stu- 
dent and provided that 
he attained some 


4, The medical teacher is 
frequently a major obsta- 
cle to the student’s learn- 
ing—a martinet whose 
explanation of why some- 
thing is so is “because I 
say it’s so.” 
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measure of success in the 
field for which he was 
trained. 


In some places, a critical and impartial reader may 
object that Dr. Lyman’s arguments do not seek the level 
of those he opposes. Nevertheless, they all serve a useful 
purpose in that they warn against change “‘for the sake 
of change.” They gain strength also from the very fact 
that he agrees fully with the thought that medical edu- 
cation can be improved and most certainly should be 
improved. 

Perhaps Dr. Lyman’s most valuable contribution is 
his pointed criticism of “isolationism” in the various 
levels of education. Thus, he writes: “The high schools 
are isolated from the grade schools, the colleges are 
even more isolated from the high schools, and the pro- 
fessional schools are utterly isolated from the colleges. 
It seems as if each level delights in its isolation, for it 
does all it can to strengthen and maintain its apartness.” 
So it is that efforts to improve education at a given 
level are customarily made only at that level. Many 
medical educators will agree with Dr. Lyman that 
such attempts at improvement of the educational 
system are woefully inadequate, and that “whereas 
improvement must come from below and progress up- 
ward, the stimulus for that improvement must come from 


above and spread downward.” 


GP February 1958 


Futility of Antibiotic Prophylaxis 


A NUMBER OF INVESTIGATORS have testified to the futility 
of attempts at chemoprophylaxis against “secondary in- 
vaders” in infectious diseases in which these agents 
have no primary therapeutic action. Thus, it is known 
to do little good to prescribe an antibiotic for a patient 
having a common cold, measles or influenza. Other 
studies have shown that antibiotics routinely used in a 
variety of serious noninfectious diseases (apoplexy, 
heart failure, shock, diabetic acidosis) do not reduce 
the likelihood of infectious complications—indeed, 
may have the opposite effect or may lay the ground for 
deadlier organisms than otherwise would be encoun- 
tered. Along those lines, Petersdorf and his colleagues 
retested the value of antibiotic prophylaxis in comatose 
patients. The results substantiated the thought that 
there is no indication for such treatment. 

Petersdorf’s group closely observed 72 unconscious 
patients, some of whom received “prophylactic” anti- 
biotic therapy while some did not. Prevalence of infec- 
tious complications was compared and observations 
made of the effect of antimicrobial therapy on changes 
in bacterial flora. The latter part of the study included 
a consideration particularly of the results of urine cul- 
tures in patients having indwelling catheters or under- 
going repeated catheterization. 

Chemoprophylaxis had no effect upon morbidity or 
mortality. Pulmonary infections were more than twice 
as frequent in the treated group as in the controls. 
*Resistant” organisms made their appearance in the 
respiratory tract and in the urine of those patients who 
received various combinations of antibiotics. 

The authors concluded, ‘The expense and incon- 
venience to the patient, in the form of toxic reactions, 
should be further deterrents to the use of this form of 
prophylaxis. Finally, the ‘routine’ use of antibiotics 
may lead to a false sense of security on the part of the 
physician, with resulting delay in diagnosis and treat- 
ment of bacterial complications that inevitably occur. 
An alternative policy of watchful waiting and the 
vigorous treatment of specific intercurrent infections, 
if these develop, is the only reasonable course.” 

There are limited uses for chemoprophylaxis against 
infectious diseases. The method has value for “break- 
ing” an epidemic when a single etiologic agent isidenti- 
fied—the betahemolytic streptococcus, the meningo- 
coccus and some species of shigella. Otherwise, the 
value of antibiotic prophylaxis was nicely assayed in 
Georgie Starbuck Galbraith’s poem, ‘'Neck and Neck,” 
that appeared in the Saturday Evening Post for June 15, 
1957. It goes as follows: 

"The more miraculous grow the drugs, 


The more spectacular grow the bugs.”’ 
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Historic and Serologic 
Occurrence of Mumps 
Among Adults 


NO MUMPS INFECTION SUBCLINICAL MUMPS 


PAROTID MUMPS EXTRA- 


SALIVARY 
INFECTION 
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The mumps virus can now be isolated and cultured. 
Specific antibody against mumps can be detected 

by several serologic tests, and a skin test correlates well 
with the presence of antibody. Mumps vaccine provides 
significant protection against clinical infection. 

Vaccine and gamma globulin may decrease the likelihood 
of extraparotid infection even when given during 

the incubation period. Estrogens and antibiotics 

have no effects on the course of extraparotid mumps. 
Continued investigation of virus diseases is uncovering 
many new preventive measures and therapeutic weapons. 


Current Notions About Mumps Virus Infection 


HANS G. GRIEBLE, M.D. AND GEORGE GEE JACKSON, M.D. 


Department of Medicine, University of Illinois College of Medicine 


Chicago, Ilinois 


PHYSICIANS ARE ASKED frequently about the prevention 
of mumps and extraparotid infection with the mumps 
virus. The problem concerns both infected and ex- 
posed persons. As we increase our knowledge and 
ability to investigate the viral diseases, there is less 
incentive to leave infection and its complications to 
chance and more interest and hope in preventive and 
therapeutic measures. The young adult male with a 
negative history for mumps infection is concerned 
especially about the development of mumps orchitis 
and the possible sequela of infertility. 

This paper was prepared in response to inquiries 
from patients and colleagues regarding the present 
status of immune globulin, mumps vaccine, estrogens, 
steroids and antibiotics in the prevention and treat- 
ment of mumps infection; and the use of the skin test 
and serologic studies to determine previous unknown 
infection and the status of immunity. 


The Mumps Virus 


Although epidemic parotitis was described as early 
as the fifth century B.C. by Hippocrates, demonstra- 
tion of the mumps virus as the cause of the ailment 
generally is credited to experiments by Johnson and 
Goodpasture in 1934. Subsequent work has shown the 
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virus to share many characteristics with the influenza 
virus and with some other animal viruses that are now 
classified together under the general term myxoviruses. 
The name connotes an affinity for certain mucins and 
mucin-producing tissues that is characteristic of these 
viruses. 

Mumps virus can be isolated from infected material 
and cultivated in embryonated eggs. This technique 
has enabled positive diagnosis by viral isolation when 
necessary. 

It has also furnished further information about the 
nature of infection, and the properties of the virus, and 
has provided a good means of obtaining virus for 
mumps vaccine and antigen for the mumps skin test. 
Only one antigenic type of mumps virus is known and 
it has little or no antigenic cross-relationship with 
other viruses. 

The capacity of mumps virus to agglutinate erythro- 
cytes of certain species is a property in common with 
other myxoviruses. It forms the basis for the hemag- 
glutination-inhibition test for specific antibodies in 
immune serum. 

The mumps virus also is one of the two known vir- 
uses that is capable of producing hemolysis of ery- 
throcytes in vitro. This property also is inhibited by 
specific antibody. 
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Clinical Infections with Mumps Virus 
Although there is believed to be general suscepti- 


bility to the virus, mumps is less common than most 
of the other communicable diseases of childhood. 
Serologic surveys suggest that 20 to 30 per cent of 
persons reach adult age without experiencing mumps 
virus infection. The occurrence of mumps tends to be 
sporadic and epidemic, with the peak of morbidity in 
the first quarter of the year. In epidemics, the spread 
from an index case occurs over a three to four months’ 
period probably because of the relatively long (two to 
four weeks) incubation period of the infection. Males 
are more susceptible than females. Outbreaks in insti- 
tutions and military establishments are common. 

Classic nonsuppurative parotid swelling is surely 
the most common manifestation of mumps virus in- 
fection, but it does not occur in all cases. Involvement 
of other salivary glands with or without parotid gland 
involvement is common. Approximately 20 per cent 
of infections are subclinical, with no overt symptoms. 

Infection of tissues other than the salivary glands 
occurs in 30 to 50 per cent of infected adults, and in 
a smaller but significant proportion of infants and 
children. In some studies, the extraparotid infection 
has preceded or occurred without clinical parotitis 
in nearly one-half of the cases. 

Mumps orchitis deserves special comment since it 
is the most frequent of the extraparotid infections. 
In various series, 15 to 30 per cent of adult males with 
mumps had testicular involvement. It has been stated 
that mumps virus orchitis also occurs in infants and 
children both with and without parotitis. Data on how 
frequently mumps orchitis produces infertility are 
meager, but it is the exception rather than the rule. 
Nevertheless mumps is recognized as one of the most 
common causes of infertility among males. In one 
study, it was believed to be the fault in nearly one- 
quarter of infertile marriages. 

Another prominent manifestation of mumps virus 
infection is meningoencephalitis. The frequency of 
mumps meningitis, which often occurs without paro- 
titis, has varied widely in different epidemics from 0.5 
to 50 per cent. In several studies, mumps virus has 
been found to be the single most frequent cause of 
aseptic meningitis among young adults, accounting 
for 15 to 30 per cent of cases. The clinical course of 
the syndrome usually is benign, and the case fatality 
rate is low. 

Other tissues in which a significant inflammatory 
response from infection with mumps virus has been 
recognized are the ovaries, pancreas, breast, thyroid, 
myocardium, joints, eye and labyrinth. Some authors 
have associated mumps during pregnancy with severe 
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congenital abnormalities or abortions, but the number 
of such observations is small and inconclusive. 


Diagnostic Tests 


The clinical picture in epidemic parotid mumps is 
sufficiently distinctive to enable an accurate clinical 
diagnosis. Special laboratory or clinical tests are neither 
necessary nor are they recommended for classical cases, 
Some of the tests may be useful, however, especially 


in the diagnosis of extraparotid infections with the 
mumps virus. 


Virus I[sOLATION 


As with all infectious diseases, isolation of the etio- 
logic agent from the infected secretions or tissues rep- 
resents the best means of establishing the diagnosis. 
Although this means of diagnosis is seldom available 
in practice, mumps virus has been identified in the 
saliva, cerebrospinal fluid, blood, breast milk, testis, 
parotid, pancreas and ovary. 


SEROLOGY 


Infected persons show a significant rise, usually 
fourfold, in the specific antibody titer of the conva- 
lescent serum. This requires the collection of at least 
two specimens of serum at appropriate intervals after 
infection. Antibody may be detected in a number of 
different ways. Complement-fixing antibody usually 
is the first to rise and may be noted within one week 
after the first clinical signs of illness. Using other 
techniques, an increase in hemagglutination inhibition 
and hemolysin inhibition can be demonstrated. 
Convalescent serum from the patient may neutralize 
the infectivity of mumps virus under laboratory con- 
ditions in a higher dilution than the serum collected 
at the onset of illness. 


SeruM Amy Lipase AND Urinary DIASTASE 


In their function as exocrine glands, the parotid and 
the pancreas secrete a carbohydrate-splitting enzyme, 
amylase or diastase, and the pancreas also secretes a 
lipase. The plasma and the urine normally contain 
small concentrations of these enzymes. During clin- 
ical mumps, several investigators have observed a 
significant elevation in the serum concentration of 
amylase or lipase or in the urinary diastase in 70 to 100 
per cent of patients. The elevation begins one or two 
days after the onset of symptoms and may persist for 
one or two weeks. 

The high proportion of patients who develop an 
elevated concentration of these enzymes is incongruent 
with the rare occurrence of pancreatitis. This has cast 
doubt upon the source of the circulating enzymes. 
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They might arise from another source, such as the in- 
testinal glands. 

These tests have no value in indicating the likeli- 
hood of severe complications nor as criteria for evalu- 
ating recovery. They may be of assistance in the dif- 
ferentiation of pathologic processes that may simulate 
mumps but do not involve the parotid gland. The 
tests are nonspecific. Absolute values vary among 
different laboratories so that the normal values must 
be known for the laboratory in which the tests are 


performed. 


Prediction of Immunity 


Infection with the mumps virus generally produces 
a lasting immunity in the host. Second attacks are un- 
common. An equally solid immunity can be produced 
whether the infection is subclinical, clinical with in- 
volvement of a single gland—one-sided mumps-—or 
severe clinical mumps. According to serologic studies, 
nearly one-half of the adults who have a negative per- 
sonal history for mumps have had subclinical or 
unrecognized infection with the mumps virus. On the 
other hand, 10 to 15 per cent of persons with a positive 
history for mumps infection have no serologic evidence 
of prior experience with the mumps virus. Therefore, 
in addition to the medical history for mumps, specific 
knowledge regarding the immune status of a person 
may be desirable. A prediction regarding immunity to 
mumps infection can be made from the skin reaction 
of an individual to mumps antigen or from serologic 
studies for circulating antibodies. 


Tue Mumps SKIN TEST 


The mumps virus has the capacity of eliciting a 
delayed-type allergic reaction in the skin of persons 
who previously have been infected with the mumps 
virus. The hypersensitivity of the skin does not develop 
until several weeks following the infection. Hence, it 
is of no value in diagnosis during the acute attack. 
Indeed the skin test may be contraindicated at this 
time if one is to perform serologic studies. On the other 
hand, dermal sensitivity shows a rather close relation- 
ship to the presence of circulating mumps antibody, 
and a rather good correlation with immunity. 

The skin test is a simple one to perform. One-tenth 
ml. of inactivated mumps antigen from infected fertile 
eggs is injected intradermally. The reaction is ob- 
served after 24 and 48 hours. An area of erythema 15 
mm. or more in diameter is considered a positive reac- 
tion and indicative of immunity. However, nonspecific 
reactions and allergy to the egg protein produce false 
positive reactions in 0.5 to 10 per cent of persons. 
False negative reactions are rare after natural infection, 
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but mumps vaccine can produce immunity without 
inducing a positive skin test. 

Although a positive skin test does not always signify 
immunity, the presence of a positive reaction in an 
exposed person before the onset of clinical illness is 
quite a reliable basis for suggesting that the person is 
immune. This is perhaps the most valuable use of the 
skin test. A strong positive reaction early in the course 
of an illness may be useful in excluding mumps from 
the differential diagnosis. The conversion of the skin 
reaction from negative to positive may aid in the diag- 
nosis of extraparotid mumps infection. However, in 
this situation the skin test is less conclusive than the 
observation of an antibody rise in the serum. 


SEROLOGIC STUDIES 


Although a study of the serum is more precise than 
the skin reaction, the availability of such tests is 
limited. The viral factor that produces hemagglutina- 
tion is closely related to the infectivity of the mumps 
virus. Specific hemagglutination-inhibiting antibody 
in the serum tends to parallel neutralizing antibody 
and the immunity of the host. This reaction appears 
to be of greater significance in predicting immunity 
than the complement-fixation test. Complement-fixing 
antibody may disappear from the serum even though 
neutralizing antibody which is more important in the 
patient’s immunity, is still present. Also, the anti- 
hemagglutinin tends to persist at a higher titer for a 
longer time. 


Immunization for Mumps 


Owing to the availability of techniques for the 
propagation of mumps virus, both of the classical 
means of immunization—passive and active—have 
been studied in relation to mumps virus infection. 
Both have limited places in practice but are sometimes 
valuable. 


GamMaA GLOBULIN 


There is a considerable body of theoretic and em- 
piric knowledge to suggest that the administration 
of mumps convalescent serum should be protective 
against mumps infection. The data available from in- 
vestigations, however, are quite equivocal in support 
of this point. One of the difficulties is the relatively 
low titer of mumps antibody even in convalescent 
serum. However, large amounts of serum administered 
to patients have not been entirely effective either. 
Pools of human gamma globulin that have a compara- 
tively high titer of mumps antibody can be used. But 
there is disagreement in the experience of different 
investigators as to whether any correlation exists be- 
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tween the various types of antibodies measured, and 
the protective value of the gamma globulin in the re- 
cipient. Any degree of immunity that is passively 
conferred is of short duration, perhaps no longer than 
the two to four weeks’ incubation period of mumps 
infection. In this regard, it is doubtful whether the 
placental transfer of gamma globulin is actually the 
factor responsible for the apparent resistance of infants, 
since it disappears from the fetal blood within one to 
two months after birth. 

It seems proper to conclude that gamma globulin 
is without benefit in the treatment of mumps infection. 
However, its administration in sufficient amounts (up 
to 20 ml.) soon after exposure or during the incubation 
period might produce a transient state of immunity, or 
decrease the likelihood of extraparotid mumps infec- 
tion. 


Mumps VACCINE 


Several investigations have shown the significant 
protection provided by mumps vaccines under certain 
epidemiologic conditions. Although vaccination has 
been only about 50 per cent effective in preventing 
mumps, it has exerted a favorable modification of the 
illness and very appreciably reduced the frequency of 
mumps orchitis. The primary immunization can be 
accomplished by one or two subcutaneous or intra- 
muscular injections of 1 to 2 ml. of inactivated virus 
vaccine. An antibody response occurs within ten to 14 
days in about 80 per cent of persons. Thus, it is pos- 
sible to effect some protection or modification of the 
infection among contacts during the relatively long 
incubation period after exposure. This is contrary to 
the situation with most other infections. Actually one 
may even perform a mumps skin test and then com- 
plete the vaccination of the susceptible persons who 
have been exposed. 

In most of the work with human beings, inactivated 
virus has been used. Live virus that has been attenuated 
by serial egg-passage may be superior with respect to 
lasting immunity. After immunization with inactivated 
virus, detectable antibody disappears from the serum, 
usually within two years. It is necessary, therefore, 
that the vaccination be repeated annually for optimum 
immunity. Ten to 20 per cent of persons failed to pro- 
duce appreciable antibody at all from the amount of 
antigen that was given. 

The vaccination of children is not recommended 
except where there is reason to believe the disease may 
have undesirable sequelae. Where large groups of per- 
sons live together, vaccination of all susceptible per- 
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sons is recommended. Persons with a positive personal 
history for mumps and a positive skin test do not need 
vaccination, but vaccination alone will not produce a 
positive skin test. 


Prevention and Treatment of Mumps Orchitis 


Mumps virus infection of the testis has received more 
attention with respect to therapy than any of the other 
manifestations. This is justifiable since the testis is 
second only to the parotid in frequency of involvement, 
and there may be more serious consequences. The 
measures that have been suggested concern both pro- 
phylaxis and treatment. Other than the immunization 
procedures which have been discussed, the adminis- 
tration of stilbestrol, antibiotics, adrenal steroids and 
salicylates has received the most attention. None of 
these measures has been uniformly successful in pre- 
venting orchitis and they have had only limited symp- 
tomatic benefit when given for treatment. Although 
enthusiastic reports have appeared in the literature 
to recommend each of these measures, critical analysis 
indicates that the interpretations often were too opti- 
mistic. 

Diethylstilbestrol, 5 mg. twice daily, may have a 
limited effect in decreasing the frequency with which 
orchitis occurs, but the data are equivocal and occa- 
sional toxic reactions have been caused by the drug. 
Stilbestrol is of no therapeutic value in orchitis. In con- 
trolled series of clinical cases, chloramphenicol, 
chlortetracycline and oxytetracycline have had no 
effect on the frequency of orchitis or the clinical course 
of orchitis, parotitis or mumps meningitis. At the 
present time it appears that salicylates in a daily dose 
of 2 to 3 Gm. may equal any of the other chemothera- 
peutic agents, even with regard to prophylaxis of 
orchitis. 

Testicular swelling has been observed to subside 
rapidly after the administration of ACTH. Such a 
result might be expected in view of the anti-inflamma- 
tory effect of the adrenal steroids, but by analogy with 
some other viral infections, the result may be unfavor- 
able in terms of virus proliferation and dissemination. 
It is unlikely that the symptomatic improvement is 
sufficient to justify the use of adrenal steroids in any 
but the most severe cases. 

The suggestion that susceptible adults exposed to 
mumps eliminate all sexual activity is reasonable but 
its validity is untested. It is of interest also that 
patients confined to bed have developed orchitis as 
frequently as others. 
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The importance of a complete pediatric examination is obvious. 
The patient’s anxiety and fear of the doctor and office 

make this procedure a challenge. The physical surroundings, 
the preparedness of the child and the mother’s cooperation 

are prime factors. An honest, gentle and patient approach 
—combined with techniques designed to maintain 

the child’s cooperation and interest—rewards the physician, 
the little patient and the mother. 


The Pediatric Physical Examination : 


Il. ROBERT WOOD, M.D. 
Department of Pediatrics’ 

Clifton Springs Sanitarium and Clinic 
Clifton Springs, New York 


Very LITTLE has been written about the technique of 
the pediatric physical examination. Many children 
have a fear of the doctor and his office. Thus, it be- 
hooves us to improve our approach to the patient. 
Time spent with a child—especially at the first visit— 
is well worth while. If the mother sees that the examina- 
tion is being carried out with patience and understand- 
ing, she will be quite satisfied—and also impressed 
with your ability. If you are friendly and gain the 
child’s confidence, your patient will never want another 
doctor. 


The Office 


Needless to say, the surroundings must be pleasant 
and relaxed. If the child can enter the doctor’s office 
and see a few commonly used toys and an occasional 
reminder of pleasant situations, the examination that 
is to come has a better chance of being satisfactorily 
completed. 

In no other speciality is it more important to have 
4 definite appointment schedule and to keep it. Wait- 
ing annoys the mother and upsets the child. The re- 
sulting restlessness decreases the chance of a thorough 
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physical investigation. Those doctors who see both 
adults and children should have a separate time sched- 
ule for each. 

Apprehension and tension can be avoided by having 
appropriate children’s books and simple toys for the 
patients to play with prior to being seen by the doctor. 
It is a good idea to play children’s records in the wait- 
ing room. 

Of course, all equipment that signifies discomfort 
or pain should be out of the way, especially syringes 
and needles. Unless absolutely necessary, an injection 
should never be given on the first office visit. 


Approaching the Patient 


The doctor should not be overwhelming and he 
should not be loud. A white coat is often associated 
with previous unpleasant experiences. It is probably 
best to wear regular street clothes for the examination. 
Children who are apt to have trouble with the examina- 
tion—any good secretary or nurse will spot them at 
a distance—should be treated with more patience than 
those children who obviously are going to cooperate. 
It is helpful to have the fearful or tearful child on the 


79 


onal | <4, , 
need G 
| 
TAU 
ther 
iS is * 
ent, 
The | 
== | 
tion 
and | 
> of 
mp- 
ure | 
Sis 
pti- 
ich | 
ca- 
ug. | 
on- 
col, 
no | 
he 
the | 7 
ose 
ra- | 
ide 
a 
1a- 
ith 
or- 
ny | 
to 
ut 
lat 
as | 
= 
= 


mother’s lap. You, the doctor, may sit on a footstool 
beside them. In this way your height, and in some in- 
stances large proportions, will not frighten the pa- 
tient. You will be more or less on his own level. 

Start with a friendly hello and then don’t spend 
much time talking with the child until later. However, 
during the history-taking with the mother, an occa- 
sional smile, or wink, or nod of the head toward the 
patient will do a great deal to establish rapport. 

Too much playing or joking with the child often 
ends in disaster. On the other hand, too much severity 
will get you nowhere. The importance of honesty to- 
ward the child cannot be overemphasized. Explain 
what is going to happen next and why, in simple terms. 

Obviously, when the child is crying or carrying on, 
it doesn’t do any good to say, “What is the matter?” 
or “Why are you crying?” It is best to let him get over 
the crying by himself. Threats or punishments will 
certainly not help. Treat the crying as though it was not 
affecting you at all, as though you could go about your 
procedures efther with or without the crying. Often 
children seem to feel that if they cry nothing serious 
will happen to them. 


The Mother's Help 


A mother can often do a number of things to assist 
you, and to indicate to the child that there is no pain 
or displeasure associated with the procedures. For 
example, she can measure the height and weight. She 
can point out various things that the doctor is to do. 
This reassures the patient that these procedures and 
pieces of equipment do not cause pain. If the child is 
used to having his temperature taken at home, this can 
be done by the mother with the doctor out of the room. 

If an older sibling accompanies the patient, the 
various procedures can be done on the sibling rather 
rapidly. This will indicate to the younger patient that 
there is nothing that is going to hurt, and he will then 
usually cooperate. Some physicians first pretend to 
examine a large doll. This sometimes reassures 
frightened young children. (Occasionally it is helpful 
to indicate to the mother the value of bringing along 
the child’s favorite doll.) 


The Examination 


It is important to have a proper order for the exam- 
ination. Procedures that might upset the child are, of 
course, completed last. The abdomen and heart are 
examined first and the ears and throat last. 

Observations on the general appearance, person- 
ality, characteristics and development can be made 
while the child is not aware of you. The child’s reac- 
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tion to surroundings, his cooperation, temperament, 
behavior, facial expression and the like can be judged 
from a distance. 

The determination of blood pressure upsets some 
children. They do not like to have the cuff wound 
around their arm and they become very upset if told 
that it is “your blood pressure.” It is a good idea not 
to say the words “blood pressure” or any other phrase 
containing the word “blood.” Explain that this pro- 
cedure will cause a tight feeling in the arm but it will 
not hurt; the cuff is like a glove except the material 
fits around the arm rather than the hand. Show the 
dial of the sphygmomanometer to the child and tell 
him that it is like a clock and that you can make the 
hands turn. Inflate the cuff gently and show him the 
“clock hand” moving. Usually then the blood pressure 
readings can be made without difficulty. 

In viewing the skin, remember that some children 
do not like to have their underpants removed. I think 
that it is best to leave these on until the very end of 
the examination. 

Very little trouble is experienced with the examina- 
tion of the lymph nodes except in ticklish children. 
In shy, sensitive children the inguinal nodes can be 
palpated underneath the underpants. Of course, the 
physician’s hands must not be cold. 

There is usually little difficulty with examination of 
the chest. Often the child will play with the stetho- 
scope. A good trick is to put the stethoscope in your 
ears and listen briefly to the child’s mother or to your- 
self and then to the child. I always put the end of the 
stethoscope on the child’s hand or thigh first so that 
he sees that there is nothing painful and then I go to 
the chest. If the child is crying, the breath sounds 
always come through well. Often he will start crying 
with the application of the stethoscope and when he 
finds that there is no pain, he will settle down. Occa- 
sionally it is necessary to leave the stethoscope in 
contact for a very brief time and then reapply it a few 
seconds later when the element of surprise is gone. 

A simple trick to make sure that the stethoscope 
will not feel cold is to place an infant’s bottle nipple 
over the bell. Then cut off the sucking end of the 
nipple. The rubber is always warm (Figure 1). 

It is often difficult to percuss the chest in uncooper- 
ative patients, but the sounds come through well. If 
the sounds are normal, it is not necessary to spend a 
great deal of time in percussion at the expense of up- 
setting the child. 

Children who do not want to lie on the examining 
table, or who are uncooperative, can be placed in the 
supine position on the mother’s lap and thighs and on 
the physician’s thighs. Examination of the abdomen 
can be accomplished on this “bridge.” 
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Figure 1. Drawing that illustrates an infant’s bottle nipple placed 
over the bell of the stethoscope. The sucking portion of the nipple is 
cut off. The rubber is always warm. 


Examination of the spine and the extremities can 
sometimes be made from a distance. It is important not 
to miss flat feet. The feet can be examined after the 
clothing has been put on. The patient is then more 
cooperative. 

Few difficulties are encountered in the examination 
of the genitalia although in some boys the testicles will 
retract. A good trick here is to test for the cremasteric 
reflexes. If they are present, further palpation for the 
testicles could be postponed until another visit. 

There is usually no difficulty testing the reflexes. A 
child usually likes to be tapped by the reflex hammer. 
It is a good idea to tap yourself or the mother with the 
hammer to show him that there is no pain associated 
with it. You may even have him tap you. (Beware of 
overzealous children.) 

It is difficult to visualize the optic fundi in children 
because they will not hold their eyes still. Occasionally, 


some of them will be frightened because the room is 
dark. Examination of the fundus is not absolutely 
necessary in all patients. Unless there is a specific 
indication for the procedure, it can be postponed until 
the child is more relaxed and better adjusted. 

It is a good idea to show the light of the otoscope 
by shining it on your hand. Then the otoscope can be 
placed in your own ear and the child invited to peer 
through it. He will see that it does not hurt and he may 
become curious and interested in looking in the ear. 
Then examination of the ear drums can usually be ac- 
complished. Caution should be used in retracting the 
ear lobe. Unless done gently, the child will become up- 
set when the ear lobe is grasped by the examiner’s 
fingers. 

The pharynx is probably the most difficult area to 
examine. The child will usually not lie still. And, of 
course, he hates to be gagged by the tongue blade. If 
any amount of restraint has to be used in the physical 
examination, it is for visualization of the pharynx. So, 
this procedure is saved until last. 

If the examination is not going along well and if your 
patience has been taxed, it is a good idea to stop and 
have the family return. (I am speaking now of the well 
child examination. Naturally, a sick child must be ex- 
amined thoroughly.) In the case of a child who is to 
return for a more complete examination, instruct the 
mother to be as honest with the child as possible, and 
to inform him beforehand what will happen and why. 

Some older children who tend to be behavior prob- 
lems are best examined in the parents’ absence. Before 
asking them to leave the room, offer adequate explana- 
tion and reassurance to the parents. 


Neuropsychiatric Sequelae of Prematurity 


IN ORDER TO sTUDY the effects of prematurity on the course 
of development, a Gesell developmental examination and 
physical examination was given to a group of 992 infants 
in Baltimore. These were 500 single-born premature in- 
fants and 492 full-term control infants who were matched 
to the premature infants on the basis of race, season of 
birth, parity of mother, hospital of birth, and socio-eco- 
nomic status. All socio-economic groups were included, 
and the 992 infants represented an 85% completion of all 
the examinations scheduled. Analysis of the findings shows 
that there is no significant difference between whites and 
nonwhites in the incidence of neurologic and intellectual 
defect when adjustment is made for differences in weight 
distribution between the races. The incidence of abnormal- 
ity increases as the birth weight group of the infant de- 
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creases. At 40 weeks of age, when the rates in the total 
premature population are adjusted according to the ex- 
pected weight distribution of the surviving prematures, 
the expected over-all incidence of serious neurologic ab- 
normality (possible cerebral palsy plus overt neurologic 
defect) is 8.2%, significantly higher than the rate of 1.6% 
in the controls. For mental deficiency (borderline defective, 
defective, and defect, type unclassified) the expected rate 
is 2.6%, not significantly higher than the rate of 1.6% 
in the full-term infants although in the same direction. 
Of the infants with a birth weight less than 1,501 Gm., 
50.9% have neurologic or intellectual defect; some of 
these also have a major visual handicap. The adjusted 
percentage of premature infants who show some departure 
from normal development is 25.7%, compared to 12.8% 
of the full-term controls —Hitpa Knosiocn, M.D., Row- 
LAND Riper, sc.p., Paut Harper, M.D., and BENJAMIN 
PASAMANICK, M.D., J.A.M.A., 161:581, 1956. 
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This is the first of a series of Buffalo General Hos- 
pital-University of Buffalo Conferences on clinical 
bacteriology and immunology, conducted by Ernest 
Witebsky, M.D. and George E. Miller, M.D., and 
edited by the latter. The following participated in 
the present conference: Ernest Witebsky, Dis- 
tinguished Professor of Bacteriology and Immunol- 
ogy; George E. Miller, Associate Professor of Medi- 
cine; James W. Jordon, Associate Professor of 
Dermatology and Syphilology; Donald L. Ehren- 
reach, Assistant Resident in Medicine; Harold 
Steinberg, Medical Intern; Noel R. Rose, Assistant 
Professor of Bacteriology and Immunology; Theo- 
dore H. Noehren, Assistant Professor of Medicine; 
Joseph E. Macmanus, Associate Clinical Professor 
of Surgery; John Seidlin, Assistant Resident in 
Obstetrics and Gynecology. 


“Who Has Syphilis? 


CLINICAL BACTERIOLOGY 

— IMMUNOLOGY CONFERENCE 

OF THE BUFFALO GENERAL HOSPITAL 
UNIVERSITY OF BUFFALO 

SCHOOL OF MEDICINE 
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Dr. Wrressky: A problem that confronts us daily is 
the significance of a serodiagnosis of syphilis. !s the 
serodiagnosis of syphilis a blessing or is it a curse > We 
would like to re-examine our laboratory findings in 
terms of clinical significance. 

Before the presentation of cases, I would like to ex- 
plain the basic tests; how we do them and how we 
interpret them. Serum is mixed with an antigen and 
complement. If an antibody is present in this serum, 
complement is fixed. Then, upon the addition of sensi- 
tized cells, lysis will not occur. Lysis means a negative 
reaction. No lysis of cells signifies a positive reaction. 
In practice, the patient’s serum is mixed not with one 
but with two antigens. The first antigen is highly sensi- 
tive, the second is less sensitive. In this way it is pos- 
sible to distinguish the clearly positive and the clearly 
negative from the questionable serum. It is the latter 
case which is the great problem, Here we report to you 
a “weakly positive” or “doubtful” reaction. 

The antigen does not originate from the Treponema 
pallidum. It is an extract of beef heart, to which 
cholesterol is added. Why does the Wassermann reac- 
tion indicate syphilis if the antigen is completely non- 
specific ? This is a problem that is still under discussion. 
On the basis of experience, we answer that the test is 
reasonably good, quite characteristic for this disease. 
We know that in syphilis these antigens combine with 
the patient’s serum and complement to give a positive 
reaction. However, I remind you that the Wassermann 
is frequently positive in diseases that might or might 
not be related to syphilis, diseases such as yaws and 
malaria. In addition there is a group of diseases unre- 
lated to syphilis that may occasionally give a positive 
Wassermann, for instance pneumonia, smallpox vac- 
cination and other conditions often associated with a 
high sedimentation rate. 

I can give you some idea of the significance of the 
positive Wassermann by recounting our experience in 
Copenhagen in 1928. A committee of serologists from 
all over the world was summoned to study this problem 
by the League of Nations. I participated in that confer- 
ence. There were 15 investigators, and each of us re- 
ceived 100 serum specimens daily for ten days. Thus a 
total of 1,000 sera were studied by each investigator. Al- 
though there was considerable difference in the sensi- 
tivity of the tests performed, the results on syphilitic 
sera were reasonably comparable. But there was a strik- 
ing difference as far as the control sera were concerned. 
There were as many as 5 per cent nonspecific positive 
results with some flocculation or complement-fixation 
tests, while with others there were almost none. 

Now consider for one moment what that means. In 
the adult population of Copenhagen at that time, the 
actual rate of syphilis was about 1 per cent. If 1 per 
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cent of the population had syphilis and 5 per cent of 
the serologic reports were positive, it means that four 
out of five positive reports would label patients as 
syphilitic who did not have syphilis. That was the 
situation all over the world at the time. 

The problem has been solved in part by using antigens 
that are not so sensitive. The amount of cholesterol has 
agood deal to do with the sensitivity of the antigen. If 
alot is added, you develop a very sensitive antigen that 
will detect most syphilitic sera, but will also give a 
high percentage of nonspecific positive reactions. For 
that reason we prefer to use both a sensitive and a 
relatively insensitive antigen. If we have a positive re- 
action only with the strong and not with the weak 
antigen, then we report a questionable result. If we 
have a negative reaction with each antigen, then it is 
most probable that the patient does not have syphilis. 
Inrecent years advances have been made in the prepara- 
tion of specific antigens from spirochetes, but these 
antigens are not yet practical. 

Dr. Mitzer: Are you planning to tell us anything about 
the flocculation tests? 

Dr. Wrressky: There are many kinds of flocculation 
tests, just as there are many variations in the Wasser- 
mann or complement-fixation test. Statistically the re- 
sults of these tests are quite comparable. However, in 
the individual case, they may be very different. Most 
laboratories do only one test and that solves the prob- 
lem for them. The more I see of this problem the more 
I tend to agree with that philosophy, but we have not 
yet succumbed to it. Instead we do both a complement- 
fixation and a flocculation test in this laboratory. In all 
questionable cases we actually do a third test, a micro- 
scopic flocculation test. But I can show you many cases 
in which the complement-fixation test is positive and 
the flocculation is negative, or the reverse. In these in- 
stances we don’t know who is right, Wassermann or 
Kahn (Figure 1). 

Perhaps now we can go to our first case. 

Dr. Donat Exrenreicu: Mrs. R. K., a 61-year-old 
widow, came to the outpatient department about four 
weeks ago. Her complaint was a positive Wassermann 
test which had been obtained during a cancer detection 
examination at another hospital. She was very upset. 
After repeating the tests, and finding a negative Was- 
sermann and a weakly positive Kahn, she was referred 
for complete work-up. More details of her history were 
then elicited. 

She reported that she had experienced weakness and 
easy fatigability as well as light-headedness periodically 
for about one year. She often developed a yellowish 
discoloration around her face, upper neck, arms and 
eyes and itching skin. She consulted a physician dur- 
ing this time who told her that she had a swollen liver, 
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gave her vitamin By: and some other pills. She did 
not improve and therefore saw another physician. Be- 
cause she was not satisfied with him she went on to the 
Cancer Detection Center where she was told about the 
positive Wassermann. 

The patient’s past history included tuberculosis in 
1930. This disease was arrested. In 1945, she had 
uterine curettage and radium implantation for metror- 
rhagia. In 1951, she was treated in this hospital for 
hemorrhoids. A Wassermann test was not done at that 
time. 

Physical examination was essentially negative. She 
did have a dusky gray discoloration around the neck 
and the back. The liver was not palpable. Neurologic 
examination revealed no disease of the central nervous 
system. Laboratory studies revealed no abnormality. 
The spinal fluid showed a normal colloidal gold curve 
and protein, and a negative Wassermann. On four sub- 
sequent examinations the blood Wassermann was 
doubtful on three occasions. The Kahn was weakly 
positive on all four occasions. 

Dr. Wrressky: Dr. Jordon, would you comment on 
this case? 

Dr. James Jorvon: I would like first to describe how a 
syphilologist makes a tentative diagnosis of syphilis. 
Although we see early cases of syphilis only rarely, 
these are the best for accurate diagnosis. Where there 
is a primary or secondary lesion, a darkfield examin- 
ation may reveal Treponema pallidum. That is the only 
situation in which you can make a certain diagnosis of 
syphilis. With the disappearance of the primary stage 
(and I might add that the serologic examinations may 
be negative in the primary phase), and following the 
disappearance of the secondary lesions of syphilis, 
there is a period of latency in which physical examina- 
tion is entirely negative. We have nothing to go on 
except serologic tests. These patients are often picked 
up through routine examination in a hospital, or for 
employment or marriage license. I place a great deal 
of stress on the degree of positivity in any of these 
tests. But you must know what test is being used. For 
if you use an extremely sensitive antigen, as Dr. 
Witebsky has pointed out, you may get many false 
positives. I personally prefer a blunt Wassermann. Us- 
ing such an antigen, if you get a positive complement- 
fixation, and a positive flocculation on two occasions, I 
think the patient has syphilis until proved otherwise. 

Some years ago we attempted to find out what hap- 
pened to the people who had positive Wassermann 
tests and received no treatment. We were able to de- 
velop a series of about 100 untreated patients who were 
observed for an average period of 14 years. Those that 
had strongly positive Wassermann tests developed 
complications of syphilis in a high percentage of cases. 


83 


18 
he 
Ve 
in 
Rs 
ye 
id 
1- 
e 
r 
1 


Those who had weakly positive tests almost never de- 
veloped late sequelae. 

The question with which we are now faced is whether 
this woman has syphilis. No one can tell. Physical 
examination and the spinal fluid are both negative. 
There is no clinical evidence that she has syphilis. We 
do know that patients with syphilis have a serologic 
test which tends to return to negativity, as the years 
go on, unless they develop a late complication such as 
paresis, gumma or cardiovascular syphilis. In the 
presence of these complications, serology is usually 
strongly positive. Therefore you can’t say with cer- 
tainty whether this patient has had syphilis or not. She 
is 61 years old and without any clinical evidence of 
syphilis. The chances are that even if she has syphilis 
she will go through life without any complications of 
the disease. I would not attempt to treat her. 

Dr. THEODORE NoEHREN: Dr. Jordon, with the ease of 
treating syphilis today, what harm would you have 
done this patient by treating her? 

Dr. Jorpon: We wouldn’t have done any harm unless 
we encountered complications of penicillin therapy. 
Certainly the problem isn’t so bad as it used to be 
years ago, when a positive diagnosis meant 30 or 40 
injections of an arsenical drug and 60 or 70 of bismuth 
over a period of several years. Now it probably wouldn’t 
do any harm but I just see no indication for giving it. 
Dr. Noenren: If this patient was 30, how would you 
handle the case? 

Dr. Jorvon: Under those circumstances I would still 
not treat her. I do not think there is any evidence for 
syphilis. I believe these are false positive tests. 

Dr. Joseph Macmanus: In your discussion you said 
that those patients who had weak positive Wasser- 
manns almost never acquired a serious complication. 
Was that a hedge, or can you remember one or two 
that did develop such complications? 

Dr. Jorvon: I can think of only one patient who had a 
weakly positive reaction who subsequently developed 
cardiovascular syphilis. 

Dr. Macmanus: Don’t you think the possible develop- 
ment of cardiovascular syphilis is worth five days of 
penicillin? 

Dr. Jorvon: Perhaps you are right, but we are dealing 
with a 61-year-old patient. 

Dr. Macmanus: Yes, but Dr. Noehren mentioned a 
30-year-old. 

Dr. Jorvon: I would be inclined to follow that patient, 
but I would not be inclined to treat. I have no objec- 
tion to giving five days of penicillin but I don’t really 
think it’s necessary. 

Dr. Macmanus: Well, you have avoided my question. 
Dr. Wrressky: May I add a few more facts to this case? 
As you heard we also examined the spinal fluid. As in 
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every such examination in our laboratory, we do not 
only the complement-fixation test but also the colloidal 
gold test. 

The spinal fluid Wassermann is always positive in 
cases of paresis and about 50 per cent positive in cases 
of tabes. It is sometimes positive in secondary syphilis, 
too. This is a very important observation, for there is 
very little protein in the spinal fluid which mig)it lead 
to false positive results. 

The colloidal gold test is a very sensitive measure of 
protein abnormalities. In this test, a colloidal suspen- 
sion of gold is precipitated by the presence of unusual 
concentration or distribution of protein. I have here 
the spinal fluid of a patient with general paresis. The 
discoloration of the first dilutions of this spinal fluid 
indicates the precipitation of the colloidal gold sus- 
pension. In a normal spinal fluid there is no such pre- 
cipitation. In paresis the precipitation is great in the 
first four or five of ten tubes, and gives the characteristic 
paretic curve which is usually reported as 5 55 432 
1000. There is another colloidal gold curve which is 
commonly referred to as the luetic curve. In this the 
precipitation of gold is somewhat less and of a different 
character than in general paresis. This might be re- 
ported as 2223311000. This is a very sensitive 
test and may be positive where the spinal fluid Was- 
sermann is negative. The presence of a luetic curve is 
also helpful in the establishment of a diagnosis of 
syphilis. If we have such a curve we are encouraged to 
believe the validity of our serodiagnosis of syphilis. 

In the case under discussion we have a completely 
negative colloidal gold test. I believe, as Dr. Jordon 
does, that this patient does not have syphilis. The 
positive serology indicates that there is something 
abnormal with the protein chemistry. But she should 
not be labeled syphilitic. 

I recall the daughter of a physician whose premarital 
Wassermann was questionable (Figure 2). I finally re- 
ported this questionable result as negative, as I some- 
times do. A few months later that girl was operated on 
for a large ovarian tumor. It seemed that this was 
the cause of the questionable serology for syphilis. 
I feel that I have the right to interpret the laboratory 
tests this way. After all I am also a physician, in ad- 
dition to being a serologist. Dr. Jordon could recom- 
mend the issuance of a marriage license in the face of a 
positive Wassermann if he believed the patient did not 
have syphilis. 

Dr. Rein who is one of our leading serologists has 
expressed the opinion that of the true positive Wasser- 
manns, half are confirmed by clinical investigation and 
the other half cannot be so confirmed. New tests will 
have to be devised to separate the specific from the 
nonspecific test. Of course, as Dr. Jordon pointed out, 
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until recently it was a great tragedy to report a positive 
Wassermann in the absence of clinical findings. In my 
own practice I have had several cases of suicide follow- 
ing the report of a positive test for syphilis. It may still 
bea tragedy today. This woman, for example, is terribly 
disturbed. She is suspicious of her late husband, and it 
may change the whole memory of her marriage and 
her past life. I am convinced that she has something 
but not syphilis. If we label this syphilis we will over- 
look what is really the matter with this patient. 

Dr. Rose, would you say a few words about the new 
tests using a specific rather than a nonspecific antigen? 
Dr. Noet Rose: As Dr. Witebsky indicated there has 
been a desire for a long time to validate the serologic 
test by using a specific antigen. There are two reasons 
for this, first to reduce the possibility of false positive 
reactions and second to indicate quantitatively the 
immune response of the patient. Recently a test has 
heen devised along these lines. It is called the Tre- 
ponema pallidum immobilization test, the TPI test. 
The development of this test had to await the discovery 
of a maintenance medium for Treponema pallidum. 
This has now been accomplished. The living organisms 
are carried by intratesticular inoculation of rabbits. 
The resultant orchitis is very rich in Treponema. A 
thin slice of this infected testicle may be immersed in 
a highly nutritious medium, with the preservation of 
viable organisms for 48 hours. 

To one tube containing a standard volume of spiro- 
chetes in maintenance medium is added the patient’s 
serum plus complement. To another tube is added the 
patient’s serum without complement. The immobilizing 
antibody operates only when complement is present. 
These tubes are then incubated at 37 degrees C. for 18 
hours. A loop-full of this material is then examined 
under the darkfield microscope. The standard pro- 
cedure is to count the first 50 spirochetes seen and de- 
termine the percentage of motile forms. If more than 
40 per cent of the spirochetes are motile, then the test 
is negative, indicating that the patient has no antibody 
to Treponema pallidum. If less than 40 per cent of the 
organisms are motile then the patient does have an 
antibody against this organism, and the test is positive. 

In general, the test can only be done in laboratories 
that are set up to maintain the spirochetes in rabbits. 
It is fairly accurate, and does eliminate false positive 
reactions. 

Dr. Wiressky: We have another case I would like to 
have presented. 

Dr. Haroup Sreinperc: Mr. E. K., an 85-year-old 
white male was admitted to the Buffalo General Hospital 
in October, 1954. His chief complaint was dyspnea, 
orthopnea and a feeling of congestion in the chest. The 
symptoms had been progressively increasing over the 
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Figure 2. A questionable premarital Wassermann can create quite a 


last ten years and during the five or seven days before 
admission they had become quite severe. There had 
been thoracic kyphosis, pulmonary emphysema and 
vertebral osteoporosis for ten years. 

On physical examination the outstanding findings 
were emaciation, deafness, kyphosis, lens opacities, a 
few rales in both lung fields and venous distention. The 
abdomen was normal. The impression was arterio- 
sclerotic heart disease, with congestive failure and 
chronic bronchitis. 

He had no history relevant to our present discussion 
of syphilis. During a 1949 admission, both Wasser- 
mann and Kahn were negative. On this admission he 
had a single negative Wassermann and slightly positive 
Kahn. There was no repeat determination, for this 
man suddenly died. An autopsy revealed coronary 
artery disease with myocardial scarring and alveolar 
emphysema. There was no pathologic lesion suggesting 
syphilis. 

Dr. Muer: Why was the serologic test positive? Is 
this a terminal phenomenon? 

Dr. Wrressky: This man had a high sedimentation 
rate and extensive disease. I believe that the slightly 
positive Kahn test is of no significance. 

Dr. Muter: It is surprising we do not see more positive 
tests on our ward service then. 

Dr. Wrressky: You have a very conservative serology 
department. Our antigens would lead us’ to report 
toward the negative side rather than the positive side. 
Dr. Mutter: Then this reporting depends in part upon 
the attitude of the serologist. 
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Dr. Wriressky: Very much. 
Dr. Joun Semin: On the obstetric floor in the last 
two weeks we have had three patients with positive 
serology. The first was reported initially to have a 
doubtful Wassermann with a negative Kahn. Two sub- 
sequent determinations revealed a weakly positive Was- 
sermann and Kahn, and a fourth, doubtful Wasser- 
| mann with weakly positive Kahn. She received treat- 
J ment of 600,000 units of penicillin antepartum and 
; 2,400,000 units post-partum. The baby’s Wassermann 
was doubtful. 

In the second case the baby’s Wassermann was re- 
ported as positive. The mother had received penicillin 
twice, in 1950 and 1952. She was missed in clinic and 
was not treated during this pregnancy but was treated 
in the hospital with 3,000,000 units of penicillin. 

Dr. Wiressky: Does she have clinical symptoms of 
syphilis? 

Dr. Semin: Absolutely none. In a third case the baby’s 
Wassermann was positive, the Kahn negative. The 
mother had been treated by her physician during preg- 
nancy. She received 3,000,000 units of penicillin. 

Dr. Wrressky: I believe you will agree with me that 
the serodiagnosis of syphilis sometimes has most im- 
portant implications. The case of pregnancy is an ex- 
ample. Dr. Jordon, we are under the impression that 
if treatment is started before the second half of preg- 
nancy, it is quite possible to save the baby from infec- 
tion. 

Dr. Jorpvon: Almost complete success can be had if 
the patient is treated before the fifth month of preg- 
nancy. 

Dr. Wriressky: Thus we can see that under these 
circumstances the serodiagnosis of syphilis is extremely 
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important. In the second and third cases presented, the 
baby as well as the mother had a positive serodia gnosis 
of syphilis. But what about the first case? In at least 
20 per cent of pregnant women, sedimentation rate is 
increased. In pregnancy we are dealing with precisely 
the conditions that might lead to nonspecific reactions. 
I have my doubts as to the validity of the first question- 
able Wassermann. Perhaps since we have penicillin in- 
stead of the heavy metals for treatment, it is important 
to treat the pregnant patient with a doubtful Wasser- 
mann. Although I do not believe the patient has syph- 
ilis, I wouldn’t dare to argue with anyone who wanted to 
proceed with treatment. A continuously doubtful 
Wassermann in pregnancy will not convince me thata 
patient has syphilis. I have seen too many doubtful 
Wassermanns in pregnant women who did not have 
this disease. 

What do you think about the positive cord serum 
Wassermann? Where does the positive Wassermann 
come from? Do you think it means the baby has pro- 
duced its own antibody or does it inherit this antibody 
from the mother? Well, the newborn baby usually can- 
not produce antibodies that fast. They have probably 
crossed the placenta. So I don’t know what a single pos- 
itive qualitative Wassermann test means, especially 
when the mother is positive at the same time (Figure 3). 
Dr. Jorpon: We frequently find the diagnosis of con- 
genital syphilis made when the disease doesn’t exist. 
If a mother has a strongly positive Wassermann test, 
the baby almost certainly will have a positive cord 
Wassermann. However a cord Wassermann which is 
quantitated may be useful in diagnosis, especially 
when there are no clinical findings of congenital 
syphilis. We can follow this child with Wassermann or 
other tests. A continuously falling titer will mean that 
the child does not have congenital syphilis. If, on the 
other hand, the titer keeps rising, then the child has 
congenital syphilis. The diagnosis should never be 
made on the basis of a single cord Wassermann. 

Dr. Wrressky: The purpose of this conference was to 
shake your blind confidence in laboratory determin- 
ations based upon biologic reactions. 

I started this discussion with the question, “Is the 
serodiagnosis of syphilis a blessing or is it a curse?” | 
would conclude that it is a blessing in the hands of 
those who know how to interpret it. A positive 
Wassermann certainly makes you consider syphilis. 
But you do not look upon this as proof. You do not 
close your eyes to other possibilities of disease which 
might produce a positive Wassermann. This isa biologic 
reaction that does not depend upon a specific antigen. 
If you do not remember that, you will overlook many 
other conditions, and may treat the patient for some- 
thing he does not have. 
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The diagnosis of iron deficiency anemia can readily 

be made by examination of a well-stained blood smear, 

and the calculation of Wintrobe’s corpuscular constants. 

This hypochromic anemia is most common in menstruating women. 
When it occurs in adult men or postmenopausal women, 

it is essential to search for a source of chronic hemorrhage. 

The search for a site of hemorrhage 

is the most important principle of management. 

Tron replacement is best accomplished with simple, 

inexpensive ferrous salts. ““Shotgun’’ hematinics 


are unnecessary and may be dangerous. 


The Management of Iron Deficiency Anemia 


ELMER B. BROWN, JR., M.D. 
Laboratory of Cellular Physiology, National Heart Institute 


Bethesda, Maryland 


Few DISEASES in medicine can be diagnosed so easily 
and treated so effectively as iron deficiency anemia. 
Unfortunately, this anemia is often not diagnosed 
properly. Even more frequently, its treatment is hap- 
hazard or ineffectual. To discuss rational management 
ofa patient with iron deficiency anemia it is necessary 
to define the condition exactly, to explore its incidence 
and causes, to characterize the associated symptoms 
and physical findings, to outline laboratory aids in 
diagnosis, and to review briefly the concepts of iron 
metabolism that apply to the pathogenesis of iron de- 
ficiency anemia and its treatment. 


Definition 


Since the introduction of red blood cell constants by 
Wintrobe, anemias have been classified into three main 
categories, namely: (1) macrocytic; (2) normochromic 
normocytic; and (3) hypochromic microcytic. Iron 
deficiency produces the last, a hypochromic microcy- 
tic anemia. In this type of anemia, the mean corpuscu- 
lar volume is less than 80 cubic microns (normal 82- 
92), and the mean corpuscular hemoglobin concentra- 
tion is less than 32 per cent (normal 32-37). These 
figures mean that the red corpuscles of a patient with 
ton deficiency anemia are smaller and contain a hemo- 
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globin concentration in the average cell that is less 
than normal. The main advantage of this classification 
is that it differentiates iron deficiency anemia from all 
other forms of anemia, with but three exceptions to be 
mentioned later. Because of the almost constant iden- 
tity of hypochromic microcytic and iron deficiency 
anemia, these two terms can be used interchangeably. 


Incidence 


The world over, iron deficiency anemia is probably 
the most common form of blood disorder. In the United 
States, at present, it is about equal in frequency to 
simple chronic anemia. The latter anemia, as charac- 
terized by Wintrobe’s constants, is normochromic 
normocytic. It is the type often seen in malignant neo- 
plasms, chronic infections, or inflammatory diseases, 
as well as in other conditions. In the United States 
there is no geographic predisposition to hypochromic 
microcytic anemia. However, it is related to poor social 
and economic conditions in backward areas where de- 
ficiency of dietary iron accompanies other nutritional 
deficits. 

Hypochromic anemia is seen in all age groups, but 
it has greater prevalence during infancy, adolescence 
and women’s reproductive years. In infancy, it occurs 
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Figure 1. Photograph of the hands of a patient with hypochromic 
anemia demonstrating marked koilonychia and brittleness of the 
nails. (Courtesy of G. O. Broun, M.D.) 


in twins competing in utero for inadequate maternal 
iron stores. Babies born of iron-deficient mothers often 
receive inadequate iron reserves for early growth re- 
quirements. They show evidence of iron deficiency 
anemia most prominently in the second half of their 
first year. Premature infants, born before transfer of 
the maternal iron stores in the last month of preg- 
nancy, quickly deplete their reduced iron complement 
in rapid growth. 

Since the iron content of milk is small, there is a 
tendency for infants to become iron deficient until 
solid foods are added to their diet. Likewise, at periods 
of rapid growth during childhood and adolescence, 
the body “bleeds into its own expanding blood vol- 
ume.” Then, iron is needed for new blood formation 
as well as for the production of muscle myoglobin and 
the enzymes present in all cells. 

The adolescent girl, whose menses are frequently 
irregular and excessive, who is growing rapidly, and 
who often indulges in food fads, may easily develop 
iron deficiency anemia. With transfer of iron from 
maternal stores to the fetus, blood loss at the time of 
delivery, and increased iron excretion in the mother’s 
milk, pregnancy, childbirth and lactation take their toll 
of iron. Throughout these various periods, further 
reduction of iron stores may be produced by chronic 
hemorrhage from any source. 

Finally, the aged, with no teeth or with ill-fitting 
dentures, and frequently with no desire to eat, may fail 
to keep pace with iron losses from chronic slight bleed- 
ing or rarely, even with normal iron excretion. Thus, 
iron deficiency anemia may be present at any age from 
infancy to senescence. 
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Figure 2. Wright-stained peripheral blood film of a patient with 
iron deficiency anemia. Hypochromia, anisocytosis, poikilocytosis 
and occasional target cells are demonstrated. 


It is estimated that of all cases of iron deficiency in 
this country, 90 per cent occur in women. This is not 
difficult to explain when we realize the iron loss from 
menses and childbearing, plus a tendency to eat less 
substantial diets in the hectic pace of rearing children 
or maintaining a slim waistline. The difference in sex 
incidence of hypochromic anemia tends to disappear 
in children and in adults after menopausal age. 


Symptomatology and Physical Findings 


In general, the symptoms of iron deficiency anemia 
are common to other forms of anemia: pallor, easy 
fatigability, irritability, weakness, dyspnea, palpita- 
tion, giddiness or even syncope, tinnitus, anorexia, 
flatulence, constipation and often menstrual abnormali- 
ties varying from menorrhagia to amenorrhea. Most of 
these complaints appear slowly and insidiously, with 
their onset difficult to date. 

The symptom complex of glossitis, dysphagia, hypo- 
chlorhydria, and hypochromic anemia—Plummer- 
Vinson syndrome—is rarely seen in the United States. 
However, it occurs rather frequently in middle-aged 
women in northern European countries. 

Like the symptomatology of iron deficiency anemias, 
physical findings are mainly nonspecific. Characteristic 
of hypochromic anemia, however, are the nail changes 
which in more advanced form are termed koilonych- 
ia, or spoon nails (Figure 1). This condition begins 
as a thinning and excessive brittleness of the nails, 
followed gradually by longitudinal ridging, then flat- 
tening of the nail, and finally the development of a 
concave depression. The full development to spoon 
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nails, actually capable of holding a drop of liquid, is 
seen infrequently in this country, though earlier de- 
grees of this defect are often noted. It is thought that 
joilonychia is due to a deficiency of iron-containing 
enzymes necessary for normal nail formation, resulting 
in the laying down of a faulty keratin. Exposure to hot 
water and alkaline soaps probably accentuates the 
defect which, like the associated anemia, responds to 
iron therapy. Also found with moderate frequency in 
association with iron deficiency is slight splenomegaly, 
and papillary atrophy of the tongue, rarely as severe 
as in pernicious anemia. Both of these abnormalities 
disappear following adequate treatment with iron. 


laboratory Manifestations 
All that is needed for the diagnosis of hypochromic 


anemia in most cases is a well-stained blood film 
(Figure 2). The red blood cells are smaller than normal 
(microcytosis) with a thin rim of pink-staining hemo- 
globin surrounding a large clear central area like a 
rubber washer (hypochromia). Some of these hypo- 
chromic cells may assume the appearance of a bull’s- 
eye and are called target cells. Furthermore, instead 
of the usual uniformity of similar-sized erythrocytes, 
the film in iron deficiency anemia shows considerable 
variation in size (anisocytosis) and shape (poikilocy- 
tosis). Examination of the stained blood film, which 
takes no longer than five minutes, is too often neglect- 
ed. Frequently the patient with simple hypochromic 
anemia is given an expensive course of vitamins and 
liver extract when iron is the only treatment needed. 

After a brief glance at the peripheral blood film has 
made the diagnosis of hypochromic anemia seem 
probable, confirmatory evidence can be obtained by 
determining the Wintrobe corpuscular constants. Their 
importance in defining iron deficiency anemia has 
been discussed, and this calculation should be done 
to confirm one’s appraisal of the blood film. To obtain 
valid corpuscular constants the values for the red 
cell count, hemoglobin and cell volume must be de- 
termined from the same sample of blood. In the past, 
the blood sample has usually been obtained by veni- 
puncture. Recently, an effective high speed capillary 
centrifuge has been introduced that makes it possible 
to utilize fingertip blood for the calculation of corpuscu- 
lar constants. It should be remembered, though, that a 
red cell count and hemoglobin determination from the 
finger tip cannot be used with a venous hematocrit 
value to calculate Wintrobe constants. 

In iron deficiency anemia, the hemoglobin value 
may often be quite low (5 or 6 Gm. per cent), with the 
red cell count normal or only slightly decreased. This 
divergence of red count and hemoglobin values em- 
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Figure 3. Comparison of serum iron (solid area), unsaturated iron 
binding capacity (clear area), and total iron binding capacity 
(total height of column) in normal adults and patients with hypo- 


chromic anemia and thalassemia. 


phasizes the cellular defect in hypochromic anemia 
(many small cells poorly filled with hemoglobin) and 
cautions against reliance on the red cell count alone 
as a screening test for the presence of anemia. 

After examination of the blood film and calculation 
of corpuscular constants, further information is rarely 
needed to estabiish the diagnosis of iron deficiency 
anemia. However, to distinguish thalassemia or 
Cooley’s anemia from the hypochromic anemia of iron 
deficiency, it may be necessary to perform additional 
studies. Examination of a bone marrow aspirate is one 
way to differentiate these two anemias. In thalassemia, 
numerous aggregates of golden brown hemosiderin 
granules are seen on direct examination of the unstained 
wet film. These granules appear bright blue when the 
film is fixed with methanol and stained with Prussian 
blue. In iron deficiency, on the other hand, complete 
absence of hemosiderin granules is the rule. Of equal 
or greater value is determination of serum iron levels. 
In iron deficiency anemia, the serum iron is low—less 
than 60 micrograms per 100 cc. (normal 60-160) ; in 
thalassemia the serum iron is normal or elevated. 
Likewise, in iron deficiency the total iron binding 
capacity is usually increased above the normal value 
of 250 to 350 micrograms per 100 cc.; in thalassemia 
it is reduced or normal (Figure 3). Since relatively few 
laboratories are equipped to do serum iron and iron 
binding capacity determinations, it is fortunate that 
these tests are rarely necessary to delineate iron de- 
ficiency from other forms of anemia. 

Other laboratory data are of relatively little help in 
the diagnosis of hypochromic anemia of iron deficiency. 
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White cell counts are usually normal but may show a 
slight leukopenia with a relative lymphocytosis. Plate- 
lets in uncomplicated hypochromic anemia are nor- 
mal. Osmotic fragility is decreased; i.e., there is in- 
creased resistance to bursting of the hypochromic cells 
when they are exposed to decreasing concentrations 
of hypotonic saline. Finally, a histamine-fast achlor- 
hydria, demonstrable on gastric analysis, is seen in 
about one-third of iron-deficient patients, with occa- 
sional reversal to normal after iron therapy. 


Differential Diagnosis 


Thalassemia. When Wintrobe corpuscular constants 
are used to differentiate the type of anemia in a pa- 
tient, there are only three other forms of hypochromic 
microcytic anemia that might be confused with that of 
iron deficiency. The first of these is thalassemia (Medi- 
terranean or Cooley’s anemia). This anemia was ini- 
tially described in peoples from countries surrounding 
the Mediterranean Sea and their descendants but has 
recently been found to be world-wide in distribution. 
It comprises a whole spectrum of disorders, from the 
mildest asymptomatic trait to severe fulminating dis- 
ease producing death in early childhood. 

Without going into detail about the manifestations 
of thalassemia, this disease may usually be distinguished 
from iron deficiency anemia by these features: (1) Med- 
iterranean ancestry; (2) greater splenomegaly; (3) 
skeletal changes in severe forms of the disease; (4) in- 
creased numbers of target cells, basophilic stippling, 
and nucleated red blood cells in the peripheral blood 
film; (5) elevated serum iron and reduced unsaturated 
iron binding capacity; (6) the presence of stainable 
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hemosiderin in the bone marrow; and (7) faiure to 
respond to an adequate course of a soluble iro:) salt. 

Hereditary Hypochromic Anemia. The second ‘ype of 
hypochromic microcytic anemia that might be confused 
with iron deficiency is an extremely rare form, termed 
hereditary hypochromic anemia. This anemia is appar- 
ently a sex-linked trait occurring only in males. It is 
associated with greater splenomegaly than is usually 
seen with iron deficiency; serum iron values are nor- 
mal; and, like thalassemia, the condition does not 
respond to adequate iron therapy. 

Pyridoxine Responsive Anemia. Recently, a third type 
of hypochromic microcytic anemia apparently due to 
pyridoxine deficiency has been described by Harris, ¢ 
al. A total of eight cases has now been recognized. 
This anemia is indistinguishable from that of iron de- 
ficiency except for elevated serum iron and reduced 
unsaturated iron-binding capacity. Therapeutically, 
there is no response to iron or other hematinics except 
parenterally administered pyridoxine. 


Iron Metabolism 


Before considering the pathogenesis and treatment 
of iron deficiency anemia, a brief review of iron metab- 
olism is warranted (Figure 4). Iron occurs in the body 
in the form of hemoglobin, myoglobin, ferritin, hemo- 
siderin, cytochromes, catalase and other enzymes. Its 
functions include oxygen transport and cellular respir- 
ation. The average adult human being contains ap- 
proximately 3 to 5 Gm. of iron. Roughly 55 per cent 
of this amount is present in the circulating hemoglobin; 
15 per cent is contained in muscle myoglobin; another 
30 per cent is stored as ferritin and hemosiderin pri- 


Figure 4. Schematic representation of iron metabolism. 
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marily in the liver, spleen and bone marrow; and small 
but measurable percentages are bound to the beta,- 
globulin as transport iron and are incorporated in all 
living cells as part of essential enzyme systems. 


ABSORPTION 

The amount of iron in the body is controlled largely 
by absorption, since excretion of iron once absorbed is 
minimal except through blood loss. Studies have shown 
that, in the human, iron is absorbed almost entirely in 
the ferrous form. A portion of the ferric iron complexes 
of food apparently is broken down in the stomach to 
ionized ferric iron compounds with the aid of hydro- 
chloric acid and digestive juices, though it has been 
shown that hydrochloric acid is not essential in food 
iron absorption. However, once ionized, the ferric com- 
pounds tend to be reduced to ferrous salts by ascorbic 
acid, cysteine and sulfhydryl groups of amino acids. 
The ferrous salts are then absorbed primarily in the 
duodenum ; lesser amounts are absorbed in the jeyunum 
and ileum where the alkaline medium favors formation 
of insoluble salts. 

The exact mechanism of absorption is unknown. 
The most frequently accepted theory suggests that a 
protein—apoferritin—is synthesized when iron enters 
the cells of the intestinal mucosa. This protein binds 
the ferrous ions as they permeate the luminal cell 
wall, forming a temporary iron-apoferritin complex, 
ferritin. The ferritin transfers the iron to the vascular 
margin of the mucosal cell. Here, iron is liberated into 
the blood stream for transport to bone marrow for 
hemoglobin formation or to storage sites in the liver 
and spleen. 

This theory attempts to explain the observation that, 
after a considerable amount of iron has been fed, 
further iron absorption is “blocked” for a variable 
period, depending upon the orgapism’s iron require- 
ments. The theory assumes that ferritin accumulates 
in cells of the intestinal mucosa, and until the ferritin 
gives up its iron to the blood stream, no more iron can 
be absorbed. It does not explain increased absorption 
iniron deficiency anemias nor the continued absorption 
in anemias associated with increased tissue iron stores. 
Increases of iron in the diet to high levels will also cir- 
cumvent this ‘mucosal block.” 

The average recommended American diet contains 
about 12 to 15 mg. of iron per day. Of this, normally 
5 to 10 per cent is absorbed, or 0.6 to 1.5 mg. per day. 
In iron deficiency anemia, absorption is greater but 
rarely exceeds 20 per cent of the dietary iron. 


UrmizaTion 


In the blood stream, iron circulates in the ferric 
state, attached to a beta,-globulin (transferrin or 
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siderophillin) of the plasma. Ordinarily, the amount 
of iron which is carried in the plasma is about one- 
third of the carrying capacity of the beta,-globulin. By 
this means, iron is transported to the bone marrow 
for incorporation with protoporphyrin to form heme, 
which in turn is combined with globin to form hemo- 
globin. That portion of the absorbed iron not needed 
for hemoglobin formation enters storage depots. 
Assuming a 5,000 cc. blood volume, a hemoglobin 
level of 15 Gm. per 100 cc. and a normal red cell sur- 
vival of 120 days, it may be calculated that 6.25 Gm. 
of hemoglobin are replaced daily to compensate for 
the breakdown of senescent red blood cells. This incre- 
ment of hemoglobin contains approximately 21 mg. of 
iron. Since the amount of iron absorbed per day is at 
most 1.5 mg., the remaining 19.5 mg. must come from 
reutilization of iron from hemoglobin breakdown or 
tissue stores. The human body is very efficient in its 
conservation and reutilization of hemoglobin iron. 


STORAGE 


Storage iron is found in two main forms. Normally 
the predominant storage compound is ferritin, a com- 
plex of colloidal ferric hydroxide-ferric phosphate 
molecules bound to protein, with an iron content as 
high as 23 per cent by weight. The other storage iron 
compound is hemosiderin. Hemosiderin appears to be 
a condensation of the iron hydroxide units of ferritin 
to form a compound containing approximately 35 per 
cent iron. Unlike ferritin, it takes the Prussian blue 
stain in tissue. At increased levels of storage, hemo- 
siderin becomes the predominant iron pigment of the 
body. When iron deficiency develops, both of these 
compounds are mobilized, used for hemoglobin syn- 
thesis, and completely disappear before anemia is seen. 


EXCRETION 


Excretion of iron is minimal due to the body’s 
ability to conserve and reutilize this metal. However, 
since all cells contain iron, a certain small amount is 
lost each day by desquamation from the skin, gastro- 
intestinal tract, hair and nails. Furthermore, a small 
amount of iron is excreted in bile. Through the use of 
radioactive iron techniques, it is estimated that 0.5 mg. 
per day is excreted in the feces, and another 0.5 mg. 
per day in urine and sweat. Menstrual iron loss in 


women contributes on the average another 0.5 to 1.0 © 


mg. per day normally. To this normal excretion must 
be added losses from hemorrhage, accounting for ap- 
proximately 50 mg. of iron for each 100 ml. blood lost 
(at hemoglobin levels of 15 Gm. per 100 cc.). 

In summary, then, of the recommended daily iron 
intake of 12 to 15 mg. per day, about 10 per cent or 
1.2 to 1.5 mg. is absorbed. An adult man excretes only 
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Figure 5. Appearance of sanitary napkins to which have been added 
the amounts of blood shown. The top row shows little difference in 
appearance wien blood is added by pipet. When the blood is dis- 
tributed to simulate the effect of wearing the pads as in the lower 
row, approximate degree of saturation can be established. 


Esophageal Varices 
and Neoplasm 


Figure 6. Sources of chronic blood loss from the gastrointestinal 
tract sufficient to cause hypochromic anemia. 
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about 1 mg. per day and stays within iron balance 
easily unless hemorrhage supervenes. Women, on the 
other hand, during the reproductive years of meiistrua- 
tion and childbearing excrete twice as much iron as 
men and are always in precarious balance. The iron 
requirements of children are less well establishec, but, 
on the average, an additional 0.6 mg. per day is ticeded 
for growth requirements. 


Specific Causes of Iron Deficiency Anemia 


The basic principles of human iron metabolism have 
been reviewed in order to clarify our understanding 
of iron deficiency anemia and its causes. 

Menstruation. By far the most common cause in this 
country is excessive menstrual blood loss. The first 
problem is to establish what is abnormal menstrual 
bleeding. The ordinary monthly menstrual blood loss is 
approximately 35 to 70 cc. By eliciting careful history 
of the duration of menses, the interval between periods, 
the number of napkins used and the degree of satur- 
ation, one can arrive at a reasonably close approxima- 
tion of the amount of blood loss. It can be shown that 
more than 15 cc. of blood are required to soak through 
a pad (Figure 5). When as many as 20 to 30 pads are 
used each period, there may be considerable loss of 
blood. Since women, even nurses and other compe- 
tent observers, are notorious for underestimating the 
amount of menstrual blood loss, such a method of 
objective estimation becomes important. 

Pregnancy. Pregnancy predisposes to iron deficiency 
in many. Morning sickness of early pregnancy may in- 
terfere with normal dietary iron intake. Drinking in- 
creased amounts of milk may possibly further reduce 
absorption of iron by formation of insoluble metallic 
phosphates. During the last trimester of pregnancy, the 
active transfer of iron across the placenta depletes the 
maternal iron stores of 300 to 500 mg. of iron. Finally, 
loss of another 50 to 100 mg. of iron occurs with 
bleeding at delivery and in the post-partum lochia. 
Hence, when all these sources of iron loss are totaled, 
they amount to an additional 1 to 2 mg. of iron per 
day which must be absorbed from food or medicinal 
supplements to prevent iron depletion and occurrence 
of iron deficiency. 

Hemorrhage. Hemorrhage is almost invariably the 
cause of iron deficiency anemia in adult males. In any 
investigation of the site of hemorrhage in the male, the 
gastrointestinal tract must bear the brunt of suspicion 
(Figure 6). One can usually discount bleeding gums 
as a source of blood loss sufficient to cause iron de- 
ficiency. However, the small telangiectases seen on the 
tongue, buccal mucosa, palate and pharnyx should 
call attention to hereditary telangiectasia. This is 4 
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source of blood loss that is often quite significant due 
to lesions in the stomach and bowel. Such lesions may 
evade the most extensive work-up to ascertain the 
source of occult blood in the stools. Esophageal neo- 
plasms and varices are potential sources of blood loss, 
usually easily demonstrated radiographically or by 
direct visualization. Likewise, the stomach is a frequent 
source of chronic blood loss sufficient to produce iron 
deficiency anemia. Peptic ulcer or gastric neoplasms 
usually can be demonstrated by roentgen examination 
or gastroscopically. More difficult unless specially 
searched for are the ulcerations of the mucosa caused 
by hiatus hernia. Gastritis without discrete erosions 
may be responsible for chronic bleeding and may be 
extremely difficult to demonstrate. 

With suggestive clinical history and radiographic 
evidence, duodenal ulcer usually presents few diffi- 
culties in diagnosis of occult gastrointestinal hemor- 
thage. Carcinoma of the ampulla of Vater is very hard 
to diagnose preoperatively, as are other neoplasms of 
the small intestine. Likewise, unless a search is made 
for parasites and their ova, this source of intestinal 
blood loss may go unexplained. Ulceration of aberrant 
gastric or pancreatic tissue at the site of a Meckel’s 
diverticulum may be responsible for much bleeding. 
Inflammatory or neoplastic processes in the cecum and 
colon frequently present clinically with symptoms of 
iron deficiency anemia; these neoplasms can usually 
be delineated by satisfactory barium studies. Colonic 
diverticula, most often not disposed to bleed, may oc- 
casionally erode the mucosa and precipitate iron de- 
ficiency anemia. Polyps of the colon may not be dis- 
covered even when careful air contrast studies are 
made to find the site of occult blood loss in the stool. 
Rectal neoplasms and hemorrhoids usually produce 
observable blood streaking in the stools which may be 
ignored by the patient for long periods of time, result- 
ing in severe iron deficiency anemia. 

In any consideration of the gastrointestinal tract as 
a source of blood loss, one must remember that this 
loss may be intermittent and not demonstrable in a 
single or even several examinations of stools for occult 
blood. Furthermore, it has been shown that bleeding 
into the proximal portions of the bowel can occur so 
slowly that as much as 30 cc. of blood can be lost daily 
without producing a positive stool guaiac test. For 
purposes of emphasis this might amount to almost a 
liter of blood lost per month—certainly enough to 
produce iron deficiency anemia in a short time. 

Hemorrhages from other sites, such as nosebleeds, 
wounds or urinary blood loss, are usually readily 
noticed and present little problem in determining the 
basis of hypochromic anemia. Another source of blood 
loss which may escape attention unless specifically 
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sought, is blood donation. Donation of only three 
pints a year requires the absorption of 1.7 to 2.1 mg. 
of iron per day above the basic requirements in order 
that iron deficiency may not ensue. 

A rare cause of hypochromic anemia is that due to 
defective absorption of iron seen in patients with 
idiopathic steatorrhea and in patients following exten- 
sive bowel surgery. In these instances iron is only one 
of many dietary factors that are poorly absorbed. 

It cannot be too strongly emphasized that iron 
deficiency anemia in an adult male is due to blood loss 
almost without! exception. To ascribe hypochromic 
anemia in a man to inadequate dietary iron intake is 
almost always erroneous. Even assuming complete lack 
of iron in the diet, and excretion continuing at a normal 
rate of about 1 mg. per day, it would take more than 
six years for the hemoglobin to fall from 15 to 7.5 Gm. 
per cent. Thus, in iron deficiency in a male adult, one 
must search for a source of blood loss. 


Treatment and Response 


In the treatment of iron deficiency anemia there are 
two basic points to consider: (1) correction of the 
hemoglobin and tissue iron deficiency and (2) recog- 
nition and, if possible, correction of the cause for the 
anemia which in the preponderance of cases will be 
due to blood loss. Usually the second phase of therapy 
is by far the more important. 

Ferrous salts are better absorbed than ferric com- 
pounds, so that the former are most frequently em- 
ployed therapeutically. Ferrous sulfate and ferrous 
gluconate are among the least expensive iron salts and 
have been repeatedly demonstrated to be effective. 
The dosage of these salts is as follows: exsiccated 
ferrous sulfate, 0.2 Gm. four times a day; crystalline 
ferrous sulfate, 0.3 Gm. four times a day; and ferrous 
gluconate, 0.3 Gm. four times a day. It is desirable to 
give the dose in a schedule employing a gradual build- 
up of dosage. The first day a tablet is given after break- 
fast and the evening meal; another tablet is added after 
the noon meal the second day; and a fourth tablet is 
prescribed at bedtime thereafter. A step-wise initiation 
of iron treatment and ingestion after meals is done to 
minimize gastrointestinal irritation. In order for ther- 
apy to be optimal, it must be continued at least six to 
seven weeks to allow restoration of iron stores as well as 
the hemoglobin deficit. 

The response to iron administration in hypochromic 
anemia is often dramatic. Within 24 to 48 hours, the 
patient may experience a welcome sense of well-being 
and note an increased, sometimes ravenous, appetite. 
Reticulocytes begin to rise in five to seven days, not in- 
frequently reaching a 10 to 15 per cent peak at the tenth 
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Figure 7. Comparison of the daily cost of treatment of iron deficiency 


anemia using ferrous sulfate or ferrous gluconate and a random 


to fourteenth day of treatment, returning to normal 
after about three weeks. The height of the reticulocyte 
response is inversely proportional to the initial hemo- 
globin level. About the seventh to tenth day, the 
hemoglobin begins to rise and regenerates at a rate of 
approximately 0.2 Gm. per day, with return to normal 
levels in four to eight weeks. 

If no response to adequate doses of iron is observed, 
one must consider the following reasons: (1) the 
diagnosis of iron deficiency anemia was incorrect; (2) 
blood loss is continuing at a rate greater than hemo- 
globin regeneration; (3) superimposed infection, 
malignancy, inflammation or uremia prevent utiliza- 
tion of iron in hemoglobin synthesis; (4) the patient 
is failing to take the iron medication as directéd; (5) 
absorption of the orally administered iron is defective. 

Rarely is a patient encountered who is unable to 
tolerate or unwilling to take iron by mouth. Such 
patients are those with regional enteritis, ulcerative 
colitis, extensive bowel resections, or colostomy, in 
whom iron causes accentuation of diarrhea and ab- 
dominal cramping. Also patients with idiopathic stea- 
torrhea are often unable to absorb iron given orally. For 
these people, parenterally administered iron prepara- 
tions are availabe—saccharated iron oxide for intra- 
venous use and an iron-dextran compound for intra- 
muscular injection. Troublesome toxic reactions and 
expense preclude routine use in iron deficiency ane- 
mias. If they are used, the dosage must be carefully 
calculated to avoid iron overload, since iron in the 
body is practically impossible to excrete except by 
hemorrhage. When the case is carefully selected, these 
preparations of iron for parenteral use provide an ex- 
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selection of “shotgun” hematinics, ail in dosages to provide approxi- 
mately 0.25 Gm. of elemental iron. 


cellent mode of specific therapy where previously only 
transfusions were available. 


**SHOTGUN”’ HEMATINICS 


The practicing physician today is flooded with liter- 
ature extolling the virtues of iron preparations com- 
pounded with various minerals, vitamins, liver extract, 
intrinsic factor preparations and other substances. 
These panaceas are advertised as effective for any 
curable anemia. The use of such preparations can only 
be condemned as expensive, unscientific and actually 
dangerous. Using the cost of ferrous sulfate or ferrous 
gluconate in adequate dosage as a standard, a month’s 
treatment will cost the patient approximately $1.25. 
However, when “shotgun” hematinics are employed 
in doses to provide an equivalent amount of iron, the 
patient’s monthly bill rises to an average of $6.50 with 
an extreme of $30 per month (Figure 7). 

There is no need for supplementary trace minerals 
in human blood formation. Likewise, hematologists 
agree that various vitamins, including By, are unneces- 
sary in iron deficiency anemia. Even more important 
than the expense of unnecessary supplements in treat- 
ing iron deficiency anemia is the danger of complacen- 
cy implied with the use of “shotgun” hematinics. Some 
may contend that if a medication is reputedly effective 
for any anemia, pernicious or iron deficiency, why 
bother to make a clear-cut diagnosis or even to search 
for the source of chronic blood loss causing it? Obvi- 
ously such reasoning can result in irreversible neuro- 
logic damage in a patient with inadequately treated per- 
nicious anemia, and progression to inoperability of a 
gastrointestinal cancer causing hypochromic anemia. 
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(uniclaNs who treat hypertension have a real need 
for an antihypertensive agent that would be more 
nt than extracts of Rauwolfia alone, but would not 
have the toxicity of the presently available ganglionic- 
blocking agents. It cannot be denied that ganglionic- 
blocking agents have lifesaving qualities in severe or 
malignant hypertension. They are, however, toxic 
drugs, and many potential hazards accompany their 
use. Most clinicians are all too familiar with drug- 
induced hypotensive collapse reactions, constipation 
(with occasional paralytic ileus and death), impotence, 
postural hypotension and overwhelming fatigue. 

If the vascular disease has progressed to a point 
where the prognosis is poor unless vigorous therapy 
is used, the clinician has no choice except to use 
these potent agents. On the other hand, patients with- 
out significant retinopathy, or with grade-l or even 
grade-2 retinopathy, do not require such potent 
therapy, and need not be subjected to the dangers of 
ganglionic-blocking agent therapy. There are other 
eflective and safe therapeutic measures that frequently 
will control the disease in these patients. 

The ability of extracts of Veratrum viride to control 
hypertension is unquestioned. Unfortunately these ex- 
tracts have a narrow therapeutic margin, and effective 
therapeutic doses are very apt to produce uncom- 
fortable, but not dangerous, side actions. These consist 
of epigastric burning, sialorrhea, nausea and vomiting. 
This makes it difficult to adjust clinical dosage. Ex- 
perience indicates that when extracts of Rauwolfia are 
added to extracts of Veratrum, the dose of Veratrum 
required to produce a satisfactory hypotensive response 
can be reduced by one-third in over 50 per cent of 
cases. More recently, chlorothiazide (Diuril) has been 
found to enhance the antihypertensive activity of 
Veratrum. (Chlorothiazide is an exceptionally potent, 
orally effective nonmercurial inhibitor of tubular re- 
absorption of sodium and chloride which can be ad- 
ministered continually without the development of 
drug resistance.) If one adds Amytal Sodium, 60 mg. 
three times daily, to the combination of Rauwolfia, 
chlorothiazide and Veratrum, side actions are almost 
entirely eliminated. The use of these four agents has 
proved to be an eminently satisfactory therapy for 
moderate to severe grades of hypertension. 

A number of published reports on the use of Vera- 
trum in hypertension claim that satisfactory clinical 
results have been seen in only about 20 per cent to 
25 per cent of patients. It should be noted, however, 
that these patients were chiefly severe or malignant 
hypertensives, with grade-3 or grade-4 retinopathy. 
If such severe cases are excluded, the rate of satis- 
factory response rises to above 50 per cent. (A drop in 
diastolic pressure or elimination of the left ventricular 
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PRESENT STATUS OF... 


Veratrum Therapy of Hypertension 


FRANK A. FINNERTY, JR., M.D. 
AND JOACHIM H. BUCHHOLZ, M.D. 


Department of Medicine 
Georgetown University School of Medicine 
Washington, D.C. 


strain pattern of the ECG is necessary before a response 
can be called satisfactory.) 


Method of Administration 


Veratrum extracts must be administered carefully, 
with strict adherence to a treatment schedule. The 
incidence of nausea and vomiting (the only significant 
side actions) is reduced sharply if the peak of drug 
action is reached when the stomach is empty. This 
is accomplished readily by instructing the patient 
not to eat for at least two hours after each dose. It 
is best to administer the drug three times a day on an 
8-hour schedule. For most patients this is best ac- 
complished by taking the drug after breakfast, at 
midafternoon and at bedtime. A regular meal schedule, 
with meals at the same times (within 15 minutes), 
even on Saturdays and Sundays, is important. 

A start is made with 2 mg. of cryptenamine (Unit- 
ensen or alkavervir (Veriloid) three times daily. The 
dose is increased by 0.5 mg. every other day until a 
satisfactory hypotensive response occurs, or nausea 
ensues. With the addition of Rauwolfia (0.25 mg. of 
reserpine, or 4 mg. of alseroxylon) at bedtime, Amytal 
Sodium (60 mg., three times a day) and chlorothiazide 
(500 mg. twice a day) a satisfactory hypotensive re- 
sponse is seen before nausea and vomiting occur. The 
blood pressure response must govern the dose of Vera- 
trum. Thus, the more frequently the pressure is checked, 
the better the patient regulation. It is not necessary to 
hospitalize the patient. It is possible to regulate the 
patient satisfactorily if the pressure is recorded, two 
or three hours after the morning dose one day, and 
two to three hours after the afternoon dose the next 
day. When Rauwolfia and chlorothiazide are combined 
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with Veratrum, the average daily requirement of 
cryptenamine will be on the order of 8 mg. daily, or 
less. 

If emesis does occur, two changes are made in the 
dosage schedule. (1) The next dose of cryptenamine is 
reduced by 1 mg., for that day only. (2) On the next 
day the dose that produced vomiting (the offending 
dose) is reduced by 0.5 mg.; this represents a perma- 
nent change. To illustrate: If the patient is receiving 
4 mg. of cryptenamine three times daily (at 8 a.m., 3 
p.M. and bedtime) and nausea occurs at 10 a.m., the 
nausea can be charged to the 8 a.m. dose. The new 
dosage of cryptenamine would be 3 mg. at 3 p.m. (for 
that dose only, which is the dose following the 
reaction), 4 mg. at bedtime (which represents no 
change) and 3.5 mg. in the morning instead of 4 
mg. In this manner, changing the dosage at each 
instance of side actions, the patient places himself 
on a new schedule. 


Mode of Action of Veratrum 


Veratrum stimulates afferent vagus nerve endings 
in the heart and carotid sinus. From the brain, impulses 
travel over unknown pathways to produce vasodilation. 
They also travel down the efferent vagus to the heart 
to produce bradycardia. 

Hemodynamically, the following observations are of 
prime importance: (1) Veratrum lowers blood pressure 


without decreasing cardiac output; (2) bradyc.rdia js 
produced, but this can be blocked by atropine; (3) 
neither renal blood flow nor glomerular filtration rate 
is decreased significantly; (4) the sympathetic reflexes 
are not disturbed. In brief, an effective therapeutic 
dose of Veratrum has no significant effect on the 
circulation, but the arterial pressure is lowered, and 
the heart rate is slowed. Therefore, Veratrum is a 
“safe” drug, from the hemodynamic standpoint. De- 
spite the fact that Veratrum has been used in medicine 
for over 2,000 years, there is no recorded case of 
death from Veratrum poisoning in the medical |it- 
erature. 

Since Veratrum does not affect cardiac output sig- 
nificantly, and has a distinct bradycrotic effect, it is 
the most useful agent for treating: (1) hypertension 
associated with coronary artery disease (ganglionic- 
blocking agents are contraindicated here); and (2) 
hypertension associated with paroxysmal supraven- 
tricular tachycardia. 

Since the circulation is unaffected and especially 
since the sympathetic reflexes are kept intact, one 
needs only to control nausea and vomiting, to have a 
therapy that is virtually free of any side actions and 
is certainly free of the dangers of any toxic reactions. 
Combination therapy with Veratrum, Rauwollfia, chlor- 
othiazide and Amytal Sodium is an effective and non- 
toxic therapeutic regimen for the vast majority of 
patients with moderate to severe hypertension. 


HERE'S A HELPFUL HINT... 


Improving Lube Jelly Dispensers 


THE DISPENSER for lubricating jelly has one serious flaw— 
its unfailing tendency to clog up just inside the nozzle (as 
when left idle overnight). 

Repeated probing and unplugging attempts are rarely 
complete, and usually result in surprise side sprays. This 
pump, therefore, does not enjoy fullest possible popularity. 

A one-inch, soft rubber extensicn (as illustrated) func- 
tions as a nipple. The free rubber end is simply milked be- 
fore the jelly is pumped. This removes any old coagulum 
completely ahead of a jet of lubricant. 


Epwarp A. M.D. 
Bellflower, California 
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The patient’s adjustment to an ileostomy depends 

on his ability to wear a prosthesis and to avoid complications. 

The skillful construction of the stoma is, of course, 

the surgeon’s responsibility. Then, the day-to-day management 

of the ileostomy often becomes the responsibility of the family physician. 
Fluid and electrolyte balance is an early problem; 

also, the maintenance of a well-tolerated diet. 

Care of the skin about the stoma and the proper use 

of an applicance are long-term tasks. When diligently performed 


these will prevent many serious complications. 


The Management of the lleostomy Patient 


MARCEL PATTERSON, M.D. 


Department of Medicine, University of Texas Medical Branch 


Galveston, Texas 


OCCASIONALLY it becomes necessary to recommend a 
permanent ileostomy. Such a decision is never made 
easily. If at all possible, the patient should be made 
aware of the significance of the operation and be given 
the final choice in the matter. The better results and 
adjustments are found in those individuals who have 
chosen this disability as an alternative to a life of 
chronic invalidism. 


Help from Old Patients 


One of the greatest aids in clearing the psychologic 
hurdle of an artificial intestinal stoma is a visit from a 
patient who has made a satisfactory adjustment. Such 
a visit is, by far, more convincing than any amount of 
conversation on the part of the physician. It would be 
a worth-while undertaking in many communities to 
keep a roster of such individuals who would aid in 
these situations. Such groups exist in many of the 
larger cities. Volunteers go to hospitals to give moral 
support and encouragement to recent ileostomy pa- 
tients. These groups also have monthly meetings for 
discussions of their mutual problems. They publish 
helpful bulletins which are available to physicians and 
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patients, and they evaluate new appliances, skin ce- 
ments, deodorants and other necessary paraphernalia. 


The Surgeon's Responsibility 


The successful management of an ileostomy is the 
dual responsibility of the surgeon and the family phy- 
sician. The surgeon must be well informed regarding 
the problems involved. A poorly constructed and 
located ileostomy is impossible to manage. For ex- 
ample, the inability of a patient to wear a leakproof 
prosthesis makes a double-barrel ileostomy contra- 
indicated except as an absolute emergency. To protect 
the skin and prevent spillage, the opening to the bag 
must fit closely to the stoma. Various surgical pro- 
cedures such as skin grafts and suturing of submucosal 
layer to subcuticular area are necessary to prevent 
serosal peritonitis with accompanying postoperative 
obstruction. 


LOCATION OF THE STOMA 


The site of the ileostomy is very important. Most 
appliances have a flange, or disk three inches in diam- 
eter, that is cemented to the skin; therefore, the stoma 
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must not be too near the umbilicus, the symphysis 
pubis or the anterior superior spine. If too near the 
latter two bony prominences, when the patient sits, 
the appliance will impinge, loosen and leak. If the 
stoma is too near the umbilicus, seepage may occur. 

It is desirable that the skin around the ileostomy be 
smooth. If the stoma is placed in a large scar, and par- 
ticularly if the patient gains weight, the retraction of the 
scar will make an indentation which cannot be sealed 
well by the cement. Occasionally, if the scar is not too 
deep, it can be filled with karaya powder, cement or 
rubber sheeting and a tight seal accomplished; but in 
these instances leakage is much more likely to occur. 


COMPLICATIONS 


A stitch inadvertently placed through the ileum, 
excessive pressure with a catheter or too vigorous 
dilatation by a clumsy finger may all lead to fistula 
formation. Prolapse, stenosis or retraction are other 
complications that arise with distressing frequency. In 
the instance of prolapse, although it may seem a simple 
matter to trim off the protruding ileum, the more ileum 
removed, the less absorptive the surface and the more 
liquid the discharge. Yet, the stoma must protrude 
enough for the ileum to discharge into the bag and not 
undermine the face of the attached disk. 

The immediate postoperative period is fraught with 
problems, and unless they are well understood, the 
patient may rapidly develop serious difficulties. Con- 
siderable attention must be paid to fluid and electro- 
lyte balance. The sodium concentration of ileostomy 
fluid exceeds the concentration of chloride by approxi- 
mately 55 mEq./L. The average concentration in ileos- 
tomy fluid of sodium is 125 mEq./L. and chloride 65 
mEq. /L. The average diet provides 8 to 10 Gm. of so- 
dium chloride daily, or 140 to 170 mEq. each of sodium 
and chloride. The whole of the daily intake of sodium 
may be lost in one liter of ileostomy fluid while two 
or more liters must be lost before chloride deficit 
develops. Sodium citrate by mouth and intravenous 
sodium chloride will help maintain a normal ratio and 
replace loss. Sodium chloride deficit may be accom- 
panied by diminished intestinal activity, ileus and 
abdominal distention, which may give a misleading 
picture of obstruction. Potassium deficiency has oc- 
curred in patients who have diarrhea and intestinal 
fistulas, though not nearly so frequently as sodium 
deficit. Potassium chloride by mouth is desirable for 
prophylaxis. 


The Family Doctor’s Responsibility Begins 


After a few weeks, the ileostomy discharge becomes 
uniform in consistency, and at the end of a month there 
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is a definite thickening of secretions. This thickness 
progresses to about the third month, and after that 
there is little change. The average weight of this dis. 
charge is 433 Gm. as compared to 170 Gm. for normal 
stool. The discharge is 90 per cent fluid as compared to 
75 per cent in normal feces. The total amount varies 
from 500 to 1,000 ml. within a 24-hour period. When- 
ever the ileal discharge continues to be liquid and fou! 
smelling, the possibility of ileitis should be considered, 

During the immediate postoperative period, a low 
residue diet is necessary, but very shortly a general 
diet can usually be tolerated. Excessive quantities of 
fluid or green vegetables are likely to cause looser 
actions. Onions appear to be particularly upsetting. 
Fish and eggs may cause the secretions to be malodor- 
ous. Brookes has noted that skins of certain fruits and 
vegetables, especially plums and tomatoes, and meats 
which have been poorly chewed can cause obstruction. 
The patient should be cautioned to itcrease his salt 
intake if discharge is excessive. The physician should 
remember that hyponatremia can develop in a few 
hours with an overactive intestine. In such a situation, 
giving hypertonic sodium chloride intravenously could 
be lifesaving. 


Skin Care and Appliances 


The care of the skin of the ileostomy patient has be- 
come less of a problem now that there are adhesive 
plastic bags that are water tight and may be placed 
around the stoma very shortly after surgery. Thus the 
skin irritation is prevented that formerly occurred 
while the patient waited six to eight weeks for the 
stoma to shrink before a permanent bag could be fitted. 
These plastic bags are relatively inexpensive. In some 
instances the face can be cut to fit the shrinking stoma. 
They are also useful in pregnancy when the changing 
contour of the abdomen makes wearing a permanent 
bag very difficult. 

Permanent ileostomy appliances are of three types: 
those that are one piece and are cemented to the skin; 
those that are two pieces or more with a disk that is 
cemented to the skin and a bag that is attached by either 
a clamp or an elastic band; and those that are not ce- 
mented to the skin but are held tightly by belts, with 
the area around the stoma being protected by a foam 
rubber pad or a plastic cup (Figures 1 and 2). 

The one-piece bags are custom made. The physician 
is asked to mark on a piece of paper (some companies 
furnish rings) the diameter of the stoma. After the size 
and location of the stoma are indicated, this informa- 
tion is forwarded to the manufacturer. It is most im- 
portant that the opening in the bag be properly meas- 
ured. If it is too large, the skin will be irritated and the 
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disk undermined. If the opening is too small, trauma 
by pressure or slipping may cause damage to the ileum 
with a resultant fistula. A clearance of 5 mm. for the 
opening between stoma and margin is necessary, ac- 
cording to Warren and McKittrick. In their opinion, 
the opening recommended by the manufacturer is 
frequently too small. A small piece of cotton rolled like 
a cigarette and placed between the stoma and the disk 
will help protect from excoriations. One manufacturer 


recommends a day and a night bag. This would neces- - 


sitate two changes per day and is probably not neces- 
sary. Another has designed a disk with varying con- 
vexities which makes for a better fit, particularly where 
there are deep depressions around the stoma, the 
stoma is short or the abdomen is unusually soft and 
flabby. 

The bag or pouch is usually emptied from below four 
tofive times a day and upon retiring. In some instances 
the bag may be worn many days without removing it 
from the skin, providing it fits well and is rinsed thor- 
oughly after emptying. Deodorants are available to 
place within the bag, but small crushed pieces of or- 
dinary charcoal are also useful. 

The advantages of the one-piece bags are that they 
are less bulky and conspicuous; they are simpler 
to apply; and they are less likely to leak. They have the 
disadvantage of having to be changed more frequently. 
The rubber bag may become malodorous after several 
weeks’ use if not carefully washed, and it is also more 
expensive to replace. 

The two-piece appliances have the advantage of be- 
ing easily cleansed without removing the cemented 
disk, thus protecting the skin. If plastic bags are used, 
they can be discarded, and the tedious process of 
washing the bag and hanging it up to dry is eliminated. 
They might be particularly advantageous for the pa- 
tient who is traveling a great deal. Frequent digital 
dilatation of the stoma is possible, if required, without 
removing the disk. Replacements are less expensive. 
Several of these types of appliances are retailed at the 
local level. They have the disadvantages of being more 
bulky and complicated to use, and they are more likely 
to leak than one-piece units. 

Both types of bags, when properly applied, are 
virtually free from leakage and odor, and they allow 
the patient to move freely in society. They are usually 
worn with a belt or a corset for additional support. 
Since these appliances are not only water tight but also 
air tight, they may become distended with flatus. Then 
the disk may be pulled from the body, with gross soil- 
ing. This is likely to occur when the patient is asleep. 

Regardless of the type of appliance chosen, if skin 
cement is used, the skin must receive meticulous care. 
The area around the stoma must be washed well with 


GP February 1958 


Figure 1. This is an example of a two-piece appliance. The disk 
opening may be cut to fit the stoma. A plastic bag is shown but a 
more durable material of rubber is available. Cement or a double- 
faced adhesive disk (shown) may be used. The belt is for added sup- 
port. (Thomas Fazio Labs., 339 Auburn St., Auburndale, Mass.) 


Figure 2. This is an example of one of many appliances which do not 
require cement. The seal is maintained by firm pressure of the frame 
against a foam rubber pad. (Royal Surgical Appliance Co., Royal 
Oak, Mich.) 


soap and water. In hirsute individuals, it may be de- 
sirable to keep the area shaved. The skin is allowed to 
dry thoroughly and then is wiped with witch hazel or 
alcohol. Cement remaining on the skin may be removed 
by ether or by solvents that are available commercially. 
Since these agents may be inflammable and others may 
contain potential hepatotoxic agents, the patient 
should be cautioned about inhaling fumes and working 
around open flame. Vesiculation of the skin may occur 
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if the hydrocarbon solvent in which the cement is 
suspended is not allowed to evaporate completely be- 
fore the pouch is applied. Should the skin become red 
and weeping, dusting lightly with powdered karaya is 
advised. The karaya and exudate form a thin gum which 
is adherent to moist areas. The cement may then be 
applied over the gum coat. Sensitivity to skin cements 
or solvents is not a common problem, but it may be 
detected by patch testing. A testing kit containing 
various skin cements is available. The patient should 
be encouraged to wear his appliance constantly as the 
skin usually becomes worse if exposure to ileal secre- 
tions persists. The temporary use of a lightweight 
postoperative plastic bag may be desirable. 

Skin irritations usually occur from too rapid or too 
frequent removal of the adherent disk, or from a 
poorly-fitting appliance. A solvent, such as benzene, 
may be dropped between the flange and the skin. 
After the cement is loosened, the disk can be gently 
and carefully removed. 

Cement allowed to accumulate on the face of the 
disk allows a more firm union; therefore, it should not 
be cleansed away too often. Adhesiveness is better if 
the cement on the skin and the disk is allowed to be- 
come thick and sticky before sealing the two surfaces. 

Occasionally, because of unusual skin sensitivity to 
the cement, arthritis or tremors of the hands, or an 
unsatisfactory ileostomy for which the patient refuses 
further surgery, it will be necessary to use a bag not 
cemented to the skin. These appliances tend to leal:. 
They have to be changed more often, and the skin 
carefully protected with zinc oxide or castor oil cream. 
Cotton or cellulose wadding around the stoma is usually 
needed. Elaborate precautions with much cotton 
absorbent to prevent soiling may be necessary, partic- 
ularly at night or if the patient slumps while sitting. 


ComPLicaTIONS REQUIRING SURGERY 


The complications of fistulas, prolapse, stenosis or 
retraction are best treated by surgical means. |t is the 
physician’s duty to prevent their occurrence by mak- 
ing sure that the patient has a well-fitting appliance. 
Finger dilatation may prevent the complication of ste- 
nosis, but if one recommends this procedure, tlie tech- 
nique must be carefully taught. The bowel tends to go 
into spasm when touched, and force may split the 
mucosa. The patient must learn to wait until spasm has 
relaxed before completing the act. 

Obstruction may or may not require surgery. Tran- 
sient and mild episodes are not uncommon during the 
first months of ileostomy life. Their onset may be 
heralded by an increase in ileostomy activity from 
normal intermittent to constant drainage. The 
character of the discharge changes from thick, yellow- 
green to thin, watery, brown and foul. Cramps and 
anorexia followed by nausea and vomiting supervene, 
with eventual cessation of stomal activity. Rapid cor- 
rection of fluid and electrolyte loss and gentle insertion 
of a catheter into the stoma may result in release. 
Lavage through the catheter with saline sometimes 
helps if a bolus of food has plugged the opening. These 
cases constitute real emergencies. Death can occur 
quickly when the problem is neglected. 

The QT Club* in Boston publishes a Manual for 
Ileostomy Care ($1.00) that contains a great deal of 
helpful and practical information in the day-to-day 
care of an ileostomy. The physician caring for such 
a patient will find a copy very useful. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


*736 Boston Post Road, Weston, Massachusetts. 


Acute Barbiturate Poisoning 


HEMODIALYSIS appears to be a rational and highly effective 
treatment of acute barbiturate poisoning. The risk is negli- 
gible when the procedure is carried out by those who have 
had experience with it. The results show hemodialysis to 
be worthy of extensive clinical application in two basic 
situations: first, when the amount ingested or the initial 
blood barbiturate level is clearly in the potentially fatal 
range for the particular barbiturate, and second, when the 
underlying physical state is likely to increase the hazards 
of coma, since reduction in morbidity is as legitimate an in- 
dication for the use of dialysis as reduction in mortality. 
Estimates cannot be stated dogmatically, but for the long- 
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acting preparations such as phenobarbital, a conservative 
estimate of potentially fatal ingested dose and blood level 
might be 5 Gm. and 8 mg. per 100 ml. respectively. Barbital 
is considerably less toxic. For the short-acting and inter- 
mediate-acting drugs pentobarbital, amobarbital, and seco- 
barbital, the corresponding amounts might be set at 3 Gm. 
and 3.5 mg. per 100 ml. Clinical evaluation of the total situ- 
ation should, of course, outweigh any statistically chosen 
“potentially fatal” dose or blood level. Finally, every effort 
should be made to reduce the time elapsed between inges- 
tion of the drug and treatment by hemodialysis. Acute 
barbiturate poisoning is a true medical emergency.— 
Leonarp B. BERMAN, M.D., HAROLD JEGHERS, M.D., GEORGE 
E. ScHREINER, M.D., and ARTHUR J. PALLOTTA, M.S., J.A.M.A., 
161 :820, 1956. 
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Are Your Patients Protected? 


ROBERT A. GERRICK, M.D. 
Delta, Ohio 


Very FEW of today’s physicians remember the days of 
quarantine, the “dead wagon” at midnight and the 
other aspects of an epidemic of diphtheria or smallpox. 
In fact, a number of physicians have never seen a single 
case of smallpox, diphtheria or tetanus. Of course, 
this is a very good thing and points up the advances 
that have been made in preventive medicine in the 
past 50 years. In another way, this is a rather sad 
state of affairs since too many physicians and parents 
have become complacent in this day of “wonder drugs.” 

The recent discovery of the Salk poliomyelitis vac- 
cine with the resultant publicity which led to long 
waiting lists at the physician’s office and to mass 
inoculation programs through health departments 
has been another great forward step. However, there 
are still a large number of “‘unprotected”’ persons in 
the population. This is due to a number of factors, 
but the primary one seems to be lack of public educa- 
tion. Certainly, in any community, there will be those 
who “don’t believe in shots,” or who feel that they 
cannot afford proper medical care, but these are 
certainly a small minority. It seems that most of the 
“unprotected” are from reasonably intelligent families 
who just do not understand the value of immuniza- 
tions, or who have forgotten to keep their immuniza- 
tions up to date. This is the area where the family 
physician can play one of his most important roles. 
Granted, he has a busy schedule and a lot of “sick” 
people to care for. But who can better explain to 
families the advantage, in fact the necessity, of re- 
ceiving immunizations and of keeping them up to 
date? This would certainly be time well spent. 

There may be some skeptics who doubt the lack of 
coverage mentioned. In 1957 the Health Department 
of Fulton County, Ohio, conducted school surveys to 
obtain some fairly accurate statistics. Fulton County is 
located in northwestern Ohio and is primarily a rural 
area. There are several large villages in the county and 
17 schools. The population of the county is approxi- 
mately 30,000 and there are 19 physicians, all in general 
practice. For the survey, slips were distributed by school 
nurses requesting information regarding polio immuni- 
zations and, later, DTP and smallpox immunizations. 
Some of the results are shown in the accompanying 
diagram. 
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This diagram dramatically emphasizes that all is not 
well in the field of preventive medicine. The number of 
children who were up to date with their DTP was 
somewhat greater than it would have been previously, 
due toa small outbreak of diphtheria in nearby southern 
Michigan during 1956. This led to a number of children 
receiving booster injections and to a start of the basic 
series by some older children who otherwise would 
probably still be unprotected. 

It is apparent that national wide-scale publicity is 
not the total answer, since a large number of eligible 
children had received no poliomyelitis vaccine even 
after nearly a year of availability. However, there 
must be some value in this publicity, since the number 
of children who had no protection from poliomyelitis 
was smaller than the number for diphtheria, tetanus, 
pertussis and smallpox, despite the fact that vaccines 
have been available for years for these latter diseases. 
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Third degree lacerations (those that involve the anal sphincte) 
are more common on the private than on the clinic service. 
Perhaps this ts due to more extensive use of midline episiotom ics 
on the private service. Aside from the chore of episiotomy technique, 
the use or misuse of “low”? forceps, persistent occiput posterior 
presentations and prolonged labor are factors contributing 

to the occurrence of third degree lacerations. 

Recognition .and repair at the time of delivery 

prevented major sequelae in the 95 cases analyzed. 


Third Degree Lacerations in Obstetrics: Cause and Effect 


JOHN W. BALLEW, M.D. AND ROBERT L. SULLIVAN, M.D. 
Department of Obstetrics and Gynecology, Washington University School of Medicine 


Saint Louis, Missouri 


‘THE POTENTIAL COMPLICATIONS of third degree lacera- 
tions of the perineum have been the object of study by 
the Department of Obstetrics, Washington University 
School of Medicine. Also, a clinical evaluation has 
been made of results obtained in repairing these lacer- 
ations. As considered in this paper, a third degree 
laceration is one that completely involves the rectal 
sphincter. It does not include the situation in which 
the sphincter is intact, and a portion of the rectum has 
been incised or lacerated. 

The case records used in this study were taken from 
the combined private and clinical obstetric services. 
Statistics of the past six years and the first four months 
of 1955 are included. Labor records of 95 women sus- 
taining third degree tears have been examined. It is 
apparent that there are common factors that make the 
statistical possibility of third degree lacerations more 
likely. It is likewise apparent that certain commonly 
held ideas concerning the complications of third de- 
gree lacerations are in error. 


Incidence 


The number of deliveries of the combined private 
and clinical services were compiled on a yearly basis, 
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together with the total number of third degree lacera- 
tions that occurred each year (Table 1). The clinic 
service accounts for 45 to 50 per cent of the total de- 
liveries each year. During the past six and one-third 
years, there has been a total of 11,070 clinic deliveries 
and 13,349 private deliveries completed. We have 
observed 17 third degree lacerations on the clinic 
service as compared to 78 on the private. (Unlike 
Kaltreider and Dixon of Baltimore, we find a much 
higher incidence of third degree tears on the private 
service than on the clinical.) 


Causes of Third Degree Lacerations 


Etiologically, we may enumerate causative agents in 
obstetric third degree tears as follows: 

1. Choice of type of episiotomy. 

2. Use of prophylactic or elective forceps. 

3. Persistent occiput posteriors. 

4. Prolonged labor. 

5. Experience of operator. 


EPIsioTroMy 


The few proponents of midline episiotomies in this 
clinic have been limited to the attending staff. Clinical 
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aching of the house staff favors the mediolateral 
episiotomy. Midline incisions are done only under 
supervision of the resident staff. It has been thought 
that the attendant complications of midline episiot- 
omies (i.c., third degree lacerations) were both more 
severe and more frequent than those that are seen with 
the mediolateral approach. The rectal lacerations sus- 
tained at this institution therefore are proportionately 
few in number. 

With a midline episiotomy there are fewer vaginal 
lacerations since the anterior vaginal wall is protected 


{by the increased soft tissue in the anteroposterior di- 


ameter. The midline episiotomy tends to produce less 
tissue induration and reaction than the mediolateral. 
The anatomic approach of this type of episiotomy 
makes the actual repair easier, and provides more pro- 
tection to the patient during the healing phase. Pa- 
tients have less discomfort during the post-partum 
period with midline episiotomies than with the medio- 
lateral types Many physicians contend that these ad- 
vantages of the midline episiotomy outweigh even the 
disadvantage of a statistical increase in third degree 
perineal lacerations. 

However, several theoretic disadvantages of third 
degree lacerations should be considered. The bowel, if 
entered, showers septic contents into a space that is to 
be surgically closed. If an unrecognized separation of 
the anal sphincter occurs, fecal incontinence and all of 
iismany attendant problems may appear after delivery. 
Incomplete healing may cause a rectovaginal fistula. In 
addition, the morbidity occasioned by these complica- 
tions is of major import to the newly parturient woman. 
The proponents of mediolateral episiotomies use the 


above arguments in support of their objection to the 
use of the midline incision. 


Use oF Forceps 


Routinely, on both private and clinic services, out- 
let forceps with episiotomy are used at the time of de- 
livery. In listing factors associated with the delivery 
of women who sustained third degree lacerations, the 
most common aspect of their delivery technique was 
the use of low forceps (Table 2). However, there is a 
good deal of laxity in what is termed low or outlet for- 
ceps. Forceps application to a vertex that has not made 
its appearance at the vaginal outlet and has not caused 
perineal flattening may be called “outlet” forceps, 
whereas application of the blades was actually made in 
a low mid-pelvic station. Such an application and de- 
livery over a tense perineal body renders the perfect 
background for laceration. Spontaneous delivery of 
any presenting part lessens the possibility of vaginal 
and rectal tears. 

The misuse of forceps has been a common denom- 
inator on the clinic service in causing sphincter and 
rectal lacerations. The inexperienced house officer 
frequently brings flexion with the forceps prior to the 
time that the head has stemmed beneath the symphy- 
sis, thereby bringing the pelvic curve of the forceps to 
bear on the soft vaginal tissue. Sulcus tears and third 
degree lacerations result. 


PERSISTENT OccipuT POSTERIORS 


Approximately 6 per cent of the third degree lacera- 
tions in this series were directly attributable to infants 
delivered in the occiput posterior position. The in- 


| YEARLY INCIDENCE OF THIRD DEGREE LACERATIONS 
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Total Deliveries Third Degree Lacerations 
Year Ward Private Total Episiotomies Ward Per Cent Private Per Cent ¢ 
j 
1949 1266 1878 1868 1 08 10 53 
1950 1554 1952 1878 1 06 9 46 : 
1951 1750 2001 1785 3 17 7 34 x 
1952 1851 2163 1546 3 16 12 55 % 
1953 1895 2215 1836 4 21 8 36 3 
1954 2036 2254 1944 5 24 19 84 , 

i 1955 718 886 _ 0 0 13 1.40 

(Jan.-Apr.) 

Sub-totals 11,070 13,349 17 78 
Totals 24,419 95 A 
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Table 1. . 


TYPE OF DELIVERY ASSOCIATED 
WITH THIRD DEGREE LACERATIONS 

Private Ward 

5 Forceps 73 15 
Spontaneous 5 2 


Table 2. 


TYPE OF ANALGESIA 

OR ANESTHESIA USED 

Type Private Ward 

Inhalation (GOE) 44 

Caudal ll 5 

Pudenda! 22 

Table 3. 

WEIGHTS OF INFANTS ASSOCIATED : 
WITH THIRD DEGREE LACERATIONS ‘ 
Cran Priest 
2500-3000 16 4 
3000-3500 29 7 
25 4 
Greater than 4000 8 2 

Table 4. 

104 


Inrant Size 


creased diameter in this mechanism adds insu\t to in. 
jury, and the only means of attaining more space is at 
the expense of the soft maternal tissue. 


PROLONGED LaBor 


Seemingly, prolonged labor played a part in a good 
number of patients sustaining rectal lacerations. To 
be sure, a vertex pounding against a tight perineum 
over an extended length of time causes delivery to be 
made over tissues that are more friable and congested, 
and lacerations are more apt to occur. 


ANESTHESIA 


Modified twilight analgesia with light ether or 
chloroform anesthesia is used in approximately 85 per 
cent of all private deliveries in this institution. The 
usual routine with clinic patients is caudal or puden- 
dal nerve block (Table 3). From detailed examination 
of the delivery records of the involved patients, two 
main factors account for the higher number of private 
third degree lacerations. First, a vertex that is on the 
floor and advancing slowly in a patient not rational is 
a likely candidate for “strained low forceps.” Second, 
the “twilighted” patient at the time of delivery is fre- 
quently semiagitated. On the modern delivery table, 
with legs widespread and tension on the perineal body, 
she is the perfect candidate for laceration. This is 
particularly true when the obstetrician does not per- 
mit the anesthetist satisfactory time for induction, but 
attempts to apply forceps and do an episiotomy “un- 
der very light anesthesia.” 


Contrary to general opinion, the size of the infant 
has little to do with the incidence of sphincter separa- 
tions (Table 4). In this series of sphincter lacerations 
there were more complete rectal tears in infants below 
3500 Gm. (56) than in those infants above 3500 Gm. 
(39). 


PosT-PARTUM CARE 


Surprisingly, post-partum care in the patients in- 
cluded in this study did not present any particular 
difficulty (Table 5). Of 17 patients on the clinic serv- 
ice, 13 received one or more injections of antibiotics; 
16 of 78 on the private service received such medica- 
tion. 

Post-partum care was otherwise routine, other than 
no enemas being given and no rectal examinations be- 
ing done. Antibiotics did not seem necessary. Only 29 
of the 95 cases received such medication, and no re- 
lationship could be determined between the ten cases 
of post-partum fever and the presence or absence of 
antibiotic therapy. 
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End Results 


The information obtained as a result of this review of 


95 cases of obstetric third degree lacerations would in- st ; 


dicate that this complication is not necessarily to be 


fared. No major detrimental effect was noted in any of 
the post-partum patients who sustained such third de- | Fever 
gree lacerations. However, successful treatment cer- = 


demands that third degree lacerations be recog- Sec of 


nized and repaired at the time of delivery. ‘ epi ; 

Compilation of these data has necessitated a change 
in the viewpoint held by members of the department 
at the onset of the review. There is apparently little ‘g 
cinical import associated with the third degree lacera- 


ano 


tion when it is recognized and repaired; certainly it are 


_[does not merit the connotation of being a major com- 


plication. Table 5. 


ber 2 


U.S. Population 


A Unrrep States population of 17844 million by the time of the 1960 census is predicted by 
the statisticians of the Metropolitan Life Insurance Company. In that event, the 1950’s will 
show a population increase of about 274 million, or two-fifths more than the 1940’s, which 
up to that time had the greatest gain for any ten-year period. 

In the 114 years since World War II, almost 29% million people have been added to our 
population, which is more than the gain during the 23 years between World I and World 
War II. 

During the year just ended, the population, excluding the Armed Forces overseas, in- 
creased by 1.8 percent. Every geographic area shared in this growth, but the Far West showed 
the highest rate of increase—almost double the national rate. 

Since the 1950 census, California has gained more than any other state—about 3.1 million 
inhabitants. California’s population has now reached approximately 13.7 million, which is 
exceeded only by New York State. Nevada, Arizona, and Florida have experienced rapid pop- 
ulation growth, and increases well above the average rate for the country have occurred in 
Delaware, Maryland, and Michigan. Losses in population have been sustained since the 1950 
census in five states: Arkansas, Mississippi, West Virginia, Vermont, and Maine. 

Metropolitan Life also reports that the average length of life among its industrial policy- 
holders rose to a new high of 70.2 years in 1956. This is slightly above the figure for 1955 
and represents an increase of 24 years since 1909. 

For nearly two generations, the average length of life has been increasing more rapidly 
among American wage earners and their families than for the general population of the United 
States. In 1909, the average lifetime of Metropolitan’s industrial policyholders was about 
six years less than that for the population as a whole. Since then, the disparity has been nar- 
rowing; at present the two groups are on a par.—SctENcE, 125: 733, April 19, 1957 


GP February 1958 


105 


to in- 
s. To l 
to by 
sted | | 
iden 
vio | 
two 
‘ivate 
1 the | 
val is 
‘ond, 
fre- 
able, 
| 
is is 
per- 
but 
| “ 
4 
fant 
ara- 
ions § | 
slow | | 
Gm. | 
| 
i 
in- 
ular | 
erv- 
cs; 
| 
| 
han 
be- | a 
y 29 | | 
ASeS | 
= 


synthetic Narcotic Analgetics and Their Antagonists 


M. J. SCHIFFRIN, PH.D. AND MAX S. SADOVE, M.D. 
Division of Anesthesiology, University of Illinois College of Medicine 


Chicago, Illinois 


PAIN IS a most common clinical problem. Yet the true 
understanding of all the aspects of pain and its manage- 
ment are so difficult as to tax the ability of all phys:- 
cians. We should like to present here a brief discussion 
of the role of the new synthetic narcotics in the manage- 
ment of pain, the characteristics of these drugs and 
their place in the armamentarium of the general prac- 
titioner. 


The complexity of pain is apparent if we consider 
briefly some of its more important components. Pain is 
composed of a sequence of at least these three phenom- 
ena. 

1. Initiation and transmission of stimuli. 

2. Perception of pain. 

3. Reaction to pain. 

The initiation and transmission of stimuli from the 
periphery to the thalamus have many variations. 
There are innumerable stimuli which can threaten the 
integrity of the body and thus set in motion impulses in 
the peripheral nervous system. These impulses are 
carried centrally through a maze of interlocking and 
associated nerves so that there are enormous differences 
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The “‘oproids” are synthetic narcotic analgetics— 
morphine-like compounds. They include meperidine, methadone, 
alphaprodine and levorphanol. They differ widely 

in their pharmacologic characteristics. The allyl derivatives 

of morphine and levorphanol are specific antagonists 

of the opioids. Knowledge of the properties of these drugs 
permits chore of the particular compound most suited 

for a specific clinical pain problem. 

Morphine need not be adapted for all situations, 

for in each specific situation, one of the opioids is superior. 


in the character of the transmission from different 
areas of the body. The sensation of pain as perceived 
in the body image is the result of the effect of the 
stimuli on the thalamocortical complex. These higher 
centers, acting in concert, integrate the “pain” impulses 
among all the other stimuli signaling bodily and en- 
vironmental changes. The reaction to pain is a function 
of the thalamocortical complex, and it is obvious that 
anything which affects these higher centers might alter 
the sensation of, and/or the reaction to, pain. Conse- 
quently, physiologic, psychologic and environmental 
factors, can and do play a large role in the apprecia- 
tion of pain. 

With such variations in each of the three phenom- 
ena characterizing pain, it is not surprising that every 
clinical pain problem tends to be unique. It is also ob- 
vious that there is no one technique that is equally 
effective and practical in the management of all types of 


pain. The best treatment, of course, is to remove the 
cause of the pain, but unfortunately this is not always 
possible. Simple physical measures such as heat, cold 
and immobilization, or the use of nonaddicting drugs 
such as aspirin or phenacetin are often all that is re- 
quired. Many other drugs or agents are used in the 
primary attack on the causes of pain. For example. 
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antibiotics, antispasmodics, corticoids, anti-inflamma- 
wry agents, hormones and antacids are all valuable in 
the management of specific etiologic factors in the pro- 
duction of pain. 

Blocking or cutting nerve pathways is useful pro- 
cedure but not always effective or practical. A general 
anesthetic used to relieve pain by causing loss of con- 
sciousness is certainly not the universal treatment of 
choice. There remains, then, the use of the narcotic 
aalgetics to relieve severe pain that is not easily or 
appropriately controlled by other means. 

The first question to be asked when the use of nar- 
cotics is contemplated is: “Must a narcotic be used for 
this particular problem?” If it must and should be 
used, then the next question is, which narcotic has the 
characteristics best suited for the clinical situation at 
hand ? 


The Ideal Analgetic 


Although morphine and its derivatives are valuable, 
we want something better. We are seeking that drug 
close to the ideal agent which would have all the 
desirable characteristics of the opiates and none of 
their disadvantages. An ideal analgetic would possess 
the following characteristics. 

No addiction liability. Addiction has been defined by 
Tatum, Seevers and Collins as “that condition of mind 
or body induced by drugging which requires a con- 
tinuation of that drug, and without which a serious 
physical or mental derangement results.” All the 
morphine-like drugs now in use carry the hazard of 
addiction. The hideous spectacle of addiction, its 
medical, legal and social ramifications, are in them- 
selves sufficient to spur the search for new analgetics. 

Freedom from tolerance. Tolerance is a condition in 
which increasingly larger doses of narcotics have to be 
used to produce the same amount of analgesia that re- 
sulted from the first use of the drug. Since the develop- 
ment of tolerance apparently begins with the very first 
dose of a narcotic, it follows that in the management of 
chronic pain increasingly larger doses have to be given 
to provide adequate relief. In some instances this be- 
comes a serious economic burden. 

No respiratory depression. The provision of analgesia 
without respiratory depression is particularly desirable 
in obstetrics and in the care of debilitated patients. It is 
also a desired characteristic when the narcotics are 
used as a basal analgetic supplement to inhalation 
anesthesia, and in those cases where disease has al- 
ready decreased respiratory exchange. 

Oral effectiveness. A drug that would have a high de- 
gree of oral effectiveness would be useful in ambulatory 
treatment of acute pain, home care of patients with 
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CHs 
Figure 1. Structural formulas of (a) meperidine (Demerol) hydro- 


chloride; (b) methadone (Adanon) hydrochloride; (c) alphaprodine 
(Nisentil) hydrochloride. 
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chronic pain (as in cancer) and in children or adults 
with great fear of hypodermic injections. 

More rapid onset of action. There are few situations 
quite so frustrating to a physician as those in which he 
gives an injection for relief of pain, and then waits for 
what seems like an endless 30 to 60 minutes while the 
patient continues to suffer. Consequently, a drug that 
would provide analgesia within a matter of minutes 
after administration would be very valuable. 

Appropriate intensity of analgesia. It is axiomatic that 
the analgesia must be sufficient to meet the total pain 
requirements, be they great or small. When very 
severe pain exists, morphine is often inadequate unless 
the dose is sufficiently large to depress the higher 
centers to the point of unconsciousness. More drugs 
that would provide considerably greater intensity of 
analgesia than that of morphine are needed. 

Controlled duration of effect. The duration of analgesia, 
as well as the intensity of analgesia, should be appro- 
priate to the clinical situation. There is need for long- 
acting drugs in order to reduce the frequency of 
injections. Very short-acting narcotics are required 
when the pain is intense but of limited: duration as in 
obstetrics, urologic procedures, orthopedic manipula- 
tions and painful office procedures. 

Specific effects on higher centers. There is need for 
agents that will produce analgesia both with and with- 
out sedation. A sense of well-being and amnesia are de- 
sirable attributes whereas euphoria dissociated from 
reality is not. The production of a sense of well-being 
and of euphoria may, however, be more dependent 
upon the basic psychologic characteristics of the pa- 
tient than on any alteration in the chemical structure 
of the drug. 

Few undesirable reactions. The new drugs should not 
have the undesirable effects of morphine, such as 
nausea, emesis, constipation, antidiuresis and pruritus. 

Metabolism. An ideal analgetic should be excreted, 
detoxified or eliminated without primary dependence 
on hepatic or similar functions for metabolic degrada- 
tion. Such a drug could then be used safely in the 
presence of liver or other diseases without fear of 
cumulative and toxic effects. . 

Antidote. The ideal drug should be reversible in that 
its effects could be stopped or abolished by an appro- 
priate antagonist or antidote. 

Low cost. To be useful, a new substitute for morphine 
must be cheap and within the economic means of people 
all over the world (not just in the Uniied States). 

All the above represents a formidable array of re- 
quirements. Yet it is proper to use them as a goal, 
because by definition a goal should be beyond our 
immediate reach and yet something toward which we 
can work. The inventive genius of the chemist is such 
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that he can improve upon most natural drugs anc make 
them cheaper. That he is succeeding in synthisizing 
more useful drugs is apparent in the results of ‘he last 
17 years. 


Opioids 


The number of synthetic morphine-like compounds 
has grown so large that the term “opioid” has been 
coined to describe them as a class of pharmacologic 


_ agents. By definition an opioid is a synthetic narcotic 


analgetic. 


MEPERIDINE 


Like so many other discoveries in medicine, the first 
useful opioid was an accidental or incidental finding. 
Eisleb and Schaumann in 1939 were engaged in the 
perennial search for a new synthetic substitute for 
atropine. One of the compounds, meperidine, showed 
modest spasmolytic activity but produced relatively 
good analgesia. We are all familiar with it by its trade 
name, Demerol hydrochloride (Figure Ia). In the early 
flush of victory and achievement, it was erroneously 
thought that meperidine was not an addicting com- 
pound. 


METHADONE 


During World War II, methadone hydrochloride was 
synthesized in the laboratories of I. G. Farbenindustrie 
(Figure 1b). This was a most significant advance if for 
no other reason than that the new type of structure, as 
represented by methadone, cast important light on the 
relationship between chemical structure and biologic 
activity among the narcotics. Over 200 derivatives of 
methadone have been prepared. An interesting side 
note is that the Germans apparently did not realize the 
significance of their discovery and did not fully appre- 
ciate that they had a synthetic compound of greater 
analgetic intensity than codeine and meperidine, and at 
least as potent as morphine. Most important of all, 
methadone was the first opioid to have good effective- 
ness when given orally. It is particularly advantageous 
when oral medication is desired to give analgesia for 
the same length of time as that of morphine, without 
marked sedation. 


ALPHAPRODINE 

In 1947 Ziering and Lee synthesized alphaprodine 
(Nisentil hydrochloride) (Figure Ic). This drug is a 
piperidine derivative, chemically but not pharmaco- 
logically related to meperidine. Alphaprodine quickly 
became the drug of choice when pain was acute but of 
limited duration (for example, obstetrics, urology and 
painful office procedures). Its chief characteristics in- 
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dude very rapid onset of action, intense analgesia and 
short duration of effect. 


LEvVORPHANOL 

Schnider and Griissner synthesized levorphanol 
(levo-Dromoran) in 1949 (Figure 2). All the anal- 
getic activity resides in the levo-optical isomer. This 
drug is very effective by any route of administration, 
and it is the most potent of the current available opioids 
on a weight basis (the usual dose is 2 mg.). It has a 
greater intensity of analgesia and longer duration of 
action than has morphine. Consequently, levorphanol 
is used frequently in the most severe types of chronic 
pain requiring narcotics. Its long duration of analgesia 
decreases the frequency of administration. 


New Drugs 


Three new compounds are currently receiving much 
attention. Anileridine (Leritine) is an addicting drug 
whose potency on a weight basis is two to three times 
that of meperidine. About 40 mg. of anileridine is sug- 
gested as equivalent of 100 mg. meperidine for relief of 
postoperative pain. Ethoheptazine is a new drug which 
can be used as substitute for codeine. About 100 mg. 
of ethoheptazine orally is the equivalent of 30 mg. of 
codeine. Ethoheptazine apparently is not an addicting 
drug. Dextro-propoxyphene (Davron) is another 
codeine substitute and seems to be as potent as codeine 
on a weight basis. It appears that 65 mg. dextro- 
propoxyphene gives rise to fewer bad reactions than 
does the same amount of codeine. Dextro-propoxyphene 
seems to have less addiction liability that codeine. 

The search for better analgetic drugs still goes on. 
At least three different types of compounds show 
promise: opioids containing thienyl rings (C4H,S), 
derivatives related to Demerol and Nisentil in which 
the piperidine nucleus is replaced by a seven-membered 
ring (CgsH,3N), and benz- or phenyl-morphan deriv- 
atives. Although all the potent opioids developed 
thus far are addicting, the results are encouraging in 
that we can now select the opioid that is best for any 
pain problem instead of trying to adapt morphine to 
all forms of clinical pain. 


Narcotic Antagonists 


A common fear in the use of the narcotics is that as a 
result of inadvertent overdosage, intolerance or idio- 
syncrasy, toxic and sometimes lethal effects may occur. 
Suicidal attempts with narcotics, alone or in combina- 
tion with other drugs, represent another situation 
where we need a specific and effective antidote. In view 
of the fact that respiratory depression is a prime cause 
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LEVORPHAN 


N—CH, 
OH 
LEVALLORPHAN 
(Lorfan) 


MORPHINE 


NALORPHINE 
(Natline) 


Figure 2. Structural formulas showing the relationship of levor- 
phanol and morphine to their respective allyl derivatives. 
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“SUGGESTED RATIOS BY WEIGHT OF NARCOTICS 
TO ANTAGONISTS 


Nalline 
Hydrochloride Lorfan Tartrate 
Narcotic Narcotic: Narcotic : 
Nalline 
Morphine sulfate 10:1 
Demerol hycirochloride 20:1 
Methadone hydrochloride 10:1 
Nisentil hydrochlonde 10:1 
Levo-Dromoran tartrate 2:1 


Table 1. 


BASIC DOS 


ND EFFECTS 


Maximum Intensity 
Drug Dose (:mg.) of Analgesia Duration Sedation 4 
Morphine 10 90 
Meperidine 100 60 * a 
Methadone 10 100 + 
Alphapredine 20 100 + 
Levorphan 2 100 + 


of death following overdosage with the narcoti-s, it ys 
most curious that Pohl’s observations of about () years 
ago went unnoticed for almost 25 years. 


Attyt DERIVATIVES 


Pohl was the first to show that N-allylnorcodeine 
antagonized the depressing effects of morphine. In 


- 1941, McCawley, Hart and Marsh reopened the prob- 


lem by reporting that N-allylnormorphine was a more 
potent narcotic antagonist than the codeine derivative, 
Following Unna’s classic description of the pharma- 
cologic properties of N-allylnormorphine (nalorphine), 
the drug was made available commercially (Nalline 
hydrochloride) (Figure 2). 

The allyl derivative of levorphanol is levallorphan 
tartrate (Lorfan tartrate). The chemical relationships 
of these compounds are shown in Figure 2. The out- 
standing pharmacologic properties of nalorphine and 
levallorphan are their unusual specificity of action. 
They are effective in counteracting or preventing most 
of the actions of narcotics, and yet are without clini- 
cal effect in overcoming respiratory depression pro- 
duced by barbiturates and general anesthetics. 

If small amounts of the antagonists (1 mg. levallor- 
phan or5 mg. nalorphine) are given to a narcotic addict, 
violent withdrawal symptoms will occur. Thus, although 
the antagonists can be used as a test for addiction, this 
must be done with considerable care and caution. 

Nalorphine and levallorphan are specific antagonists 
of the toxic reactions caused by an overdosage of a 
narcotic, or when the usual dose of a narcotic has pro- 
voked severe respiratory or circulatory depression due 
to sensitivity on the part of the patient. It is recom- 
mended that small increments of the antagonist be 
given intravenously (2.5 mg. nalorphine or 0.5 mg. 
levailorphan) because the antagonists are in themselves 
depressant drugs when given in the absence of an 
opiate, or when used in excess. The suggested total 
doses of antagonists to be used in opiate depression in 
adults are shown in Table I. These ratios allow for the 
calculation of the total anticipated amount of antagonist 
to be used, when the dose of the narcotic is known. 
(For example, 60 mg. morphine might require a total 
of 6 mg. nalorphine or 1.2 mg. levallorphan.) If the 
narcotic dose is unknown, then small increments of 
these drugs should be given intravenously until the 
desired response is obtained. Nalorphine requires a 
narcotic order form, whereas levallorphan is not classi- 
fied as a narcotic. 


Clinical Pharmacology of the Opioids 


The differences to be noted here are based on the 
common or most frequently observed effects. However, 
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jt must be kept in mind that there are distinct indi- 
vidual variations. For example, morphine commonly 
produces more sedation than does meperidine, yet 
there are patients who literally “climb the walls” with 
morphine and are sedated by meperidine. It is fre- 
quently advantageous to rotate the drugs that are used 
in order to find the one that acts best for a particular 
patient. With this in mind, the significant clinical 
characteristics of the opioids are described below. In 
every case, comparisons are made with morphine for 
ease of interpretation. 


Routes OF ADMINISTRATION 

The relationship between the routes of administration 
and the relative effectiveness of the opioids is shown in 
Table 2. Meperidine is most effective when given intra- 
venously or intramuscularly. It resembles morphine in 
that oral administration is least effective. The subcuta- 
neous injection of meperidine may produce induration. 
Although methadone is equally effective via any route, 
it is necessary to use small amounts. It should be in- 
jected slowly if it is being given subcutaneously or 
intramuscularly, because of slight local irritating effects. 
Alphaprodine is effective by any route, but tablets for 
oral use are not commercially available. Levorphanol is 
equally effective by oral and parenteral administration. 


Doses 


The basic doses and effects of the opioids are com- 
pared with those of morphine in Table 3. The doses 
listed are those which give approximately the same 
clinical effect—they are “common” doses. The maxi- 
mum intensity of analgesia is represented in terms of 
the maximum per cent increase in pain threshold. The 
figures are indicative of the intensity of analgesia that 
can be provided by very large doses of the drugs (and 
not those listed in the table). For example, codeine in full 
doses (65 mg.) will produce a 50 per cent increase in 
pain threshold when given subcutaneously. If such 
doses of codeine do not give adequate pain relief, then 
meperidine might be the next choice. If this provides 
insufficient analgesia, then morphine, or preferably 
methadone or levorphanol should be used. The dura- 
tion of analgesia following the usual doses is shortest 
for alphaprodine and longest for levorphanol. Morphine 
and levorphanol produce a greater degree of sedation 
than do the other drugs. 


DesiraBLe Sipe Errects 

There are other desirable characteristics in addition 
to the production of analgesia. The narcotics alter the 
reaction to pain as well as raising the pain threshold. 
A common response to narcotics is that the patient no 
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longer spontaneously complains of pain. However, on 
questioning, he will admit that he still has some pain 
and that “it doesn’t bother me” or “I can stand it.” 
Before the injection of the drug, pain was the over- 
whelming and frightening core of the patient’s exist- 
ence. The narcotic reduces the reaction to pain, or 
raises the pain threshold, or both, to such an extent 
that the presence of pain becomes a rather indifferent 
and impersonal thing. The valuable ability of the nar- 
cotics to alter the patient’s reaction to pain, and his 
interpretation of pain, is unfortunately not very suscep- 
tible to controlled study. It might appear that every pa- 
tient is a law unto himself, and that it may be necessary 
to trya number of drugs on the same patient in order to 
determine which gives the best effects in his particular 
case. 

Sedatives and tranquilizers play an important part in 
the management of pain. The fear of pain, economic 
stress, loss of a limb, cancer, death and fear of the un- 
known are especially susceptible to the actions of the 
barbiturates and the tranquilizers. These drug effects 
may often serve to diminish narcotic requirements as 
well as to make the patient more comfortable. Chlor- 
promazine (Thorazine) is one of the especially useful 
drugs in this respect, but the dose of narcotic should 
be reduced by 50 or even 75 per cent as soon as chlor- 
promazine is started, because of potentiation of the 
narcotic effect. The dose of chlorpromazine must be 
adjusted with care in order to avoid reactions such as 
hypotension. Since small doses are often quite effec- 
tive, we start with 10 mg. orally and increase it gradu- 
ally until the minimal dose effective for the patient is 
reached. 

In general, if the reaction to pain is the most trouble- 
some component of the pain complex, we increase the 
proportion of chlorpromazine. For example, if the pa- 
tient is reacting in an exaggerated manner to moderate 
pain, we find that chlorpromazine is apt to be more 
helpful than an increase in narcotic dosage. On the 
other hand, if the patient stoically bears very severe 
pain, we use small doses of chlorpromazine with rela- 
tively larger proportions of narcotics. 

Promethazine (Phenergan) is also a very useful agent 
because of its sedative and quieting effects, and it may 
be that other sedative antihistaminics can also be em- 
ployed for the same purpose. The barbiturates can be 
used to decrease tension and stress, or to induce sleep. 
Used alone, or in combination with narcotics, they act 
effectively to diminish the reaction component of pain. 
The barbiturates add to the respiratory depression pro- 
duced by the narcotics. A nonbarbiturate sedative- 
hypnotic such as Noludar (50 mg.) may be preferred, 
since it has been shown not to increase morphine- 
induced respiratory depression. 
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UNDESIRABLE EFFECTS 


The undesirable side effects which are common to all 
the opioids include addiction, tolerance, respiratory 
depression, nausea, emesis, delayed gastric emptying 
time, constipation, antidiuretic effect, pruritus and 
urticaria. These compounds have, qualitatively, the 
same undesirable effects as morphine. There are dif- 
ferences, however, in intensity and frequency of these 
reactions. For example, methadone addiction is fol- 
lowed by an abstinence syndrome that is more pro- 
longed but of less severity than that occurring after 
withdrawal of morphine from a morphine addict. This 
makes methadone a useful drug in management of 
the early stages of withdrawal of narcotics from an ad- 
dict. Clinically, meperidine produces less respiratory 
depression than does morphine. Constipationis observed 
more frequently with morphine than with levorphanol. 

Since all the opiates and opioids delay gastric 
emptying time, one should not give drugs orally and 
expect a rapid effect if narcotics have been administered 
a short time previously. Also, the use of the opioids 
should be restricted if an increase in intrabiliary pres- 
sure is undesirable. Morphine will tend to relieve the 
pain of biliary colic centrally, but at the same time there 
will be a still further increase in intrabiliary pressure 
that may increase the pain. The effect of the narcotics 
in increasing cerebrospinal fluid pressure and their 
contraindication in patients with skull fracture is too 
well known to require elaboration here. 

There are at least four important ways to minimize 
the severity and frequency of the undesirable reactions 
to all narcotics. First, it is preferable to use specific 
therapy to reduce the cause of pain (for example, ant- 
acids and spasmolytics for peptic ulcer pain, nitro- 
glycerine and atropine for biliary colic, antibiotics or 
sulfonamides for cystitis). Second, if a narcotic must be 
used, it should be given in the minimal effective dose. 
Third, doses of narcotics should be administered as 
infrequently as possible. Fourth, and most important of 
all, the use of the narcotics should be restricted to 
their most important indication, the relief of severe pain 
that cannot be relieved by any other means. In the prac- 
tical management of any pain problem, it is very desira- 
ble to try to give the patient complete relief of all pain 
very early in the course of treatment. This establishes 
confidence, conditions the patient to expect pain relief, 
diminishes fear and tends to make any subsequent 
therapy more effective. 

The many trade and generic names of the opioids, 
and the various strengths of solutions and tablets are 
confusing. We have therefore listed in Table 4 an 
organized description of these products which we hope 
will be helpful to the practitioner. 
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Some Clinical Uses of Opioids and Antagonis!; 


The individual characteristics of the opioids and the 
antagonists can be used to advantage in the manage- 
ment of different types of clinical problems associated 
with pain. Some examples of such uses follow. 


OBSTETRICS 


Alphaprodine may be the drug of choice in obstetrics 
because of the rapid onset of analgesia, and the rela- 
tively short period in which significant respiratory 
depression may occur. The dosage is either 20 mg. 
subcutaneously every hour or 40 to 60 mg. every two to 
four hours. Analgesia is usually effective within five to 
ten minutes whenalphaprodineis given subcutaneously. 
If the drug is inadvertently given by intramuscular 
injection, the results will be similar to those of intra- 
venous administration. Analgesia will be effective in less 
than five minutes and there may be a short period of 
respiratory depression at about the same time. Depend- 
ing on the total dosage, this will disappear within five 
to ten minutes without the use of the antagonists. The 
infrequency of respiratory depression following this 
drug is emphasized by the report of Creevy and Reiser 
who used an initial dose of 30 mg. intravenously in 
1,003 urologic procedures and observed respiratory 
depression (not apnea) in only two instances. Bar- 
biturates are not commonly employed in conjunction 
with alphaprodine since the barbiturates will increase 
the possibility of neonatal respiratory depression. 
Scopolamine, in doses of 0.3 to 0.15 mg., is often used 
with alphaprodine in obstetrics. An interesting use of 
the combination of alphaprodine and levallorphan in 
obstetrics has been reported by Backner and his col- 
leagues. They used a premixed solution in a ratio of 
50:1 (40 mg. alphaprodine and 0.8 mg. levallorphan 
per each ml.). The initial subcutaneous dose of alpha- 
prodine was 1 mg./kg. of prepregnancy weight. Sub- 
sequent injections, if needed, were half the size of the 
initial dose. All the infants and mothers were free of 
respiratory or circulatory depression. 

Meperidine is also a good choice, given in doses of 25 
to 50 mg. intramuscularly every hour, or larger doses 
at longer intervals. Barbiturates and scopolamine are 
frequently used with meperidine because the intensity 
of analgesia produced by this drug alone is often not 
enough to make the patient comfortable. The dis- 
advantages of meperidine are the greater duration of its 
activity and the relatively poorer analgesia it provides. 
However, these same characteristics may be used to 
advantage. For example, the long duration diminishes 
the need of frequent injections, and the lesser degree of 
analgesia is characterized by less intense central de- 
pression. This diminishes maternal and neonatal de- 
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pression, providing that delivery does not occur during 
the period of maximal depressing effects. The other 
opioids are not indicated in obstetrics because they give 
a long duration of central depression that produces 
respiratory and circulatory difficulties in both mother 
and infant. 

Neo-natal respiratory depression can be prevented by 
giving the mother an appropriate dose (see Table 1) of 
nalorphine or levallorphan intravenously approximately 
ten minutes before delivery. If labor is prolonged, then 
the dose of the antagonist should be calculated on the 
basis of the amount of narcotic still exerting depressing 
effects, and not on the total narcotic dose throughout 
labor. If respiratory depression of the infant is obvious 
at birth, then 0.2 mg. nalorphine or 0.05 to 0.1 mg. 
levallorphan can be injected directly into the umbilical 
vein. Nalorphine has the advantage of being marketed 
ina special solution for this purpose, in a concentra- 
tion of 0.2 mg./ml., as opposed to the “regular” con- 
centration of 5 mg./ml. Levallorphan, on the other 
hand, is available in one strength, 1 mg./ml., which 
must be diluted with saline 20 times in order to pro- 
vide a concentration of 0.05 mg./ml. [¢ must be empha- 
sized that the use of the antagonists in this fashion is 
indicated only when depression is caused by narcotics. It is 


of no value when depression is due to barbiturates, 
general anesthetics or any agent other than narcotics. 


Curonic Pain 


Severe chronic pain requires a potent narcotic with 
a long duration of effect. Levorphanol may be the drug 
of choice because it produces an intense analgesia of 
longer duration than that of morphine, and because it is 
effective orally and parenterally. Its disadvantages are 
the same as those of morphine as regards tolerance, 
addiction and cumulative effects in the presence of 
hepatic disease. The usual dose of levorphanol, in the 
absence of tolerance, is 2 mg. by any convenient route 
of administration. 

Methadone is also a good choice, particularly where 
oral medication is preferred and sedation is not de- 
sired. It is much more effective orally than is morphine 
and it produces a higher intensity of analgesia. The 
disadvantages are the same as those stated above for 
levorphanol. The usual dose of methadone is 5 to 10 
mg. orally. Morphine is probably a third choice be- 
cause it has a shorter duration of action than levor- 
phanol and is not so effective orally as either methadone 
or levorphanol. Meperidine is inferior to morphine be- 
cause it does not approach the intensity of analgesia 


‘6 TRADE NAMES, GENERIC NAMES AND SOURCES 
Generic Name Trade Name Solution (mg./ml.) Tablet (mg.) | Manufacturer 4 
Meperidine, Demerol hydrochloride Winthrop-Stearns, Inc., 
> pethidine Dolantin hydrochloride 50 50 George A. Breon 8 Cu. 
Adanon hydrochloride 5, 10, 2.5 Winthrop-Stearns, Inc., 
Methadone * Dolophine hydrochloride 15 5.0 Abbott Laboratories, 
75 S. E. Massengill Co., 
10. Wm. S. Merrell Co., 
Upjohn Co., 
Eli Lilly & Co. 
Alphaprodine Nisentil hydrochloride 40, 60 Hoffmann-LaRoche, Inc. 
Levorphanol ** Levo-Dromoran tartrate 2 Hoffmann-LaRoche, Inc. 
Nalorphine Nalline hydrochloride 5, 0.2 Merck, Sharp & Dohme 
Levallorphan * ** Lorfan tartrate Hoffmann-LaRoche, Inc. 
*Also described in literature as: amidon, physeptone, miadon, methadon, 10820 and An-148. 
** Previously designated as “‘levorphan.” 
***Zevallorphan is the only drug in this table which does not require a narcotic order form. 
Table 4. 
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provided by the latter. It is, however, superior to codeine. 
Alphaprodine lacks the duration of action and the 
sedation that is desirable in severe chronic pain. 

It must be remembered that there are cases of 
metastatic carcinoma in which aspirin is sufficient to 
control pain. Combinations of aspirin with phenacetin 
and caffeine, or with small amounts of codeine, or with 
sympathomimetic drugs are often surprisingly effective. 
In our opinion, if the nonaddicting drugs or their 
various combinations do not relieve pain, and if a 
narcotic must be used, then codeine alone or in com- 
bination should be tried before any of the more potent 
opiates and opioids. 


PREOPERATIVE MEDICATION 


In children we prefer to give intramuscularly 0.25 to 
0.5 mg. promethazine (Phenergan) per pound of body 
weight about two hours preoperatively. The same dose 
of meperidine is given one hour preoperatively, and 
0.15 to 0.3 mg. atropine by subcutaneous injection 30 
minutes before the operation. In adults we use 50 mg. 
promethazine, 50 mg. meperidine and about 0.45 mg. 
atropine at the same time intervals as in children. 
Lundy of the Mayo Clinic uses 25 mg. promethazine, 
8 to 10 mg. morphine and 0.45 mg. atropine. Gaard has 
made extensive use of a combination of 10 parts 
levorphanol and one part levallorphan administered 
simultaneously, the dose for adults being 2.5 mg. 
levorphanol and 0.25 mg. levallorphan. 


To SupPpLEMENT ANESTHESIA 


For the supplementation of nitrous oxide-oxygen 
anesthesia we use either meperidine or alphaprodine. 
The concomitant use of thiopental (Pentothal) and 
skeletal muscle relaxants, such as curare, make it nec- 
essary to employ the narcotics most judiciously if the 
hazards to the patient are to be kept at a minimum. 
Some authors have used alphaprodine with levallor- 
phan as a means of avoiding undue respiratory depres- 
sion and to decrease the amount of thiopental required. 
Foldes used 0.02 mg. levallorphan/kg. followed by 1 
mg. alphaprodine/kg. initially and did not repeat the 
use of levallorphan unless it was clinically indicated 
either during the operative procedure or at its close. 
Stoelting used the 50:1 (alphaprodine:levallorphan) 
mixture whenever additional narcotic supplementation 
was required. Both investigators reported good results 
on the basis of adequate analgesia, rapid recovery time, 
absence of respiratory depression and diminution of 
the thiopental requirements. 


POSTOPERATIVE PAIN 


The management of postoperative pain often appears 
to us to be more a matter of when nof to use a narcotic 
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than of what drug to use. Postoperative pain fri) the 
wound is usually maximal during the first 24 ‘0 36 
hours, and about one-third of all postsurgical p: :ients 
require no narcotic. Therefore, every effort should be 
made to determine if the patient has real need for a 
narcotic. If he is in pain, is the administration of an 
opiate necessary, or is there some easier way to remove 
or diminish the cause of the pain? The choice of the 
opioid to be used is of less consequence than these 
other considerations. 

It must be remembered, however, that in the imme- 
diate postoperative period, the patient is still de- 
pressed. If a narcotic must be used, it is wise to give a 
maximum of one-half the usual dose. Pain caused by 
intestinal distention, a full bladder, pressure due to 
edema or inflammation under a splint or cast, strain- 
ing, coughing or retching can be relieved by more 
specific measures than simply by the injection of a 
narcotic. 

The postoperative pain following hemorrhoidec- 
tomy is apt to be particularly troublesome. We have 
found levorphanol to be advantageous as has Lundy 
who uses 25 mg. promethazine with 2 mg. levorphanol. 
The pain following major thoracic surgery presents 
special problems since respiratory depression must be 
avoided, and the patient has to be encouraged to 
cough and engage in breathing exercises. Curreri has 
reported success with levorphanol, but whatever nar- 
cotic is used, the dose must be adjusted most pre- 
cisely to give maximum pain relief without interfering 
with respiration, cough or the patient’s ability to follow 
instructions. 


For Brier PROCEDURES 


In short surgical procedures or manipulations, such 
as cystoscopy, orthopedic manipulations or changing of 
a burn dressing, pain may be intense, but it is usually 
of limited duration. Alphaprodine has no peer in such 
situations. For example, in cystoscopic procedures, 
premedication with 50 mg. Dramamine can be used. 
Then, with the patient positioned on the table, 30 mg. 
of alphaprodine is given intravenously and the anal- 
gesia produced is such that the operator can proceed 
within three to five minutes. The patient can be given 
coffee or caffeine shortly after completion of the pro- 
cedure, and sent home an hour later. Not only does this 
technique reduce the cost to the patient, but it frees 
hospital beds for those who are in real need of hospi- 
talization. The availability of the antagonists adds to 
the safety of the use of alphaprodine in the physician’s 
office. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Office psychotherapy is a reasonably simple thing 

for any physician to carry out, provided he is interested 

and can give it the time. One needs no special training. 
However, it is unfortunate that postgraduate courses in psychiatry 
have all too often failed to produce a meeting of minds. 
Psychiatrists frequently find it almost impossible to talk in words 
of one syllable, medically speaking. The fault lies with the 
psychiatrists. They must find ways and means of getting their 
message across to other doctors. But while the two groups are 
developing a common language, the family physician 

can still do office psychotherapy. In fact he does it all the time. 
Fundamental medical knowledge is its basis, 

and from this basis much can be accomplished. 


Psychotherapy in the Office of the Family Physician 


G. WILSE ROBINSON, JR., M.D. 


Kansas City, Missouri 


CHEMOTHERAPY is treatment of disease by chemicals. 
Psychotherapy might therefore be defined as treatment 
of disease by mind, i.e., psychic influences, suggestion, 
etc., and this is in fact the definition found in diction- 
aries published 20 years ago. A more recent definition 
inserts the word “‘system”’ before treatment and desig- 
nates its application, i.e., directed against correcting 
functional mental disorders. 

It is unfortunate that the latter definition has re- 
placed the first and it is doubly unfortunate that se- 
mantics have carried this idea of “system” into a 
thought that psychotherapy and psychoanalysis are 
synonomous and have identical connotations. 


Varieties of Psychotherapy 


Every physician uses psychotherapy, day to day and 
hour by hour, in each and every patient contact, re- 
gardless of the illness. Without it no physician can 
succeed, regardless of his training and his intellect. 
When I was in medical school this was called the “bed- 
side manner.” 

This attribute of the successful practitioner leads 
people to have confidence in him, causes them to have 
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minimal worries, to resign themselves and to relax. 
This is always important in any illness. Optimism as 
to the end result is the first step in the treatment of 
many illnesses and permits nature, a fine physician but 
a poor surgeon, to become our greatest ally. 

At the other end of the spectrum is the psychoana- 
lytic purist. It is said that an early student of Freud 
(Freud was his great and good friend and helped pro- 
vide him with a haven in London where he now 
practices) speaks only two sentences to his patients: 
**How do you do?” and at the end of the hour, “You 
will return tomorrow at the same time.” 

Every doctor’s medical practice fits somewhere be- 
tween the completely informal and one that lacks phy- 
sician participation, letting the patient find his own 
way through the maze of his own tortured thinking. 
There is some formal psychotherapy with more phy- 
sician participation than that mentioned above, and it 
is much used, with discussion between patient and 
physician as the program. 

The family physician must know much about all 
things medical. He must be able to do surgery, deliver 
babies, treat pneumonia, scarlet fever and urticaria, 
watch nature correct a cerebral thrombosis if she will, 
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patch up broken bodies and readjust broken and dis- 
located bones. He should also know the fundamentals 
of office psychotherapy. The good family physician 
always knows his limitations. He is adept at appendec- 
tomies, but would hesitate to perform a lobectomy of 
either lung or brain. He will readily treat pneumonia, 
diphtheria and meningitis, but when faced with some 
rare infection prefers to ask for help. 

The place of the general practitioner in the total 
medical program is once more being recognized as 
essential. There has been too much specialization, and 
without the return of the general practitioner to his 
true place, the health of the American people will be 
more than jeopardized. It will be seriously affected. 

There is still a shortage of psychiatrists. The formal 
psychoanalyst in a six-day week can see only from eight 
to as many as 16 patients. Each session lasts an hour 
and the analyst has a minimum of three meetings a 
week and usually prefers six. This varies in certain 
cases and situations, but in general this is the standard 
plan. Others less formal may administer to twice as 
many, but this is about the top limit. In fact, some 
think this is too many. The somatic psychiatrist sees 
more, but there is always a limitation of time. 

The psychiatrist should be able to limit his practice 
to the “lobectomies” and should be able to leave the 
“appendectomies” to the family physicians. However, 
most family physicians confess that they either are not 
interested or feel inadequate. It is probable that the 
latter condition contributes greatly to the former. 
Actually, the family physician can and should nip 
many psychiatric illnesses in the bud in his office. He 
should be the first line of defense and can be, if he 
wishes. A couch is not needed, nor is any formal train- 
ing ... simply empathy, a certain knack, persuasive- 
ness and the basic knowledge that every physician has. 

It is probable that many minor or early psychiatric 
illnesses result from fear. There is considerable contro- 
versy about the cause of many major, very severe, ab- 
normal mental reactions, but most of the minor mental 
illnesses which, if not corrected, can be just as disabling 
as heart disease or tuberculosis, start with fear . . . fear 
of the unknown. It will be apparent from here on that 
this discussion is directed at the anxiety states—the 
most common of all psychiatric illnesses. They are 
the “common cold” of psychiatric illnesses, but some- 
thing can be done about them. Unlike the common 
cold, they are not self-limiting. 

Fear of the unknown may be fear of death, fear of 
disabling illness, fear of a symptom and its significance, 
fear of future pain and discomfort as is seen in the early 
days of pregnancy, fear of loss of potency often seen in 
men around 50, fear of the menopause, fear of the 
consequences of hypertension, coronary disease, polio 
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and other well-publicized disorders . . . and just... 
fear of anything that would produce chronic iny «lidism 
and so threaten independence. 


The Family Physician’s Approach 


From here on, what is said may seem like carrying 
coals to Newcastle. As each step is outlined, some, 
many, or most physicians may say, “That I do.” The 
total program is important, however, and not the parts, 
If anyone can say, “That I do,” to each and every step, 
then he is a good psychotherapist and might just as 
well not have bothered to read this. 

When a new patient comes to a physician, the doc- 
tor’s first job is to find out everything about him. Here 
the family physician has a distinct advantage over the 
specialist, because most of his patients have been in 
his office before and he already knows much about them. 
Whether the history has been accumulated piecemeal 
or is secured largely at the first sitting, it is of vital 
importance. Today some doctors have a brief history 
taken by an office nurse, a secretary or some other as- 
sociate who is not a physician. This, in my opinion, is 
poor practice. During this preliminary history the hid- 
den fear may express itself by tone of voice, facial ex- 
pression, a hesitation or some sign that never appears 
on the little white card. Here may be the vital clue 
placed in evidence once and only once, and only the 
physician with the trained eye, ear and mind can pick 
it up and give it proper significance. 

Most people come to us with a symptom they want 
to get rid of. Some have several symptoms. If we re- 
member our pathologic medicine, we remember that 
most physical illnesses in their first stages present one 
symptom or a closely related set of interlocking symp- 
toms. Variations from this usual principle are impor- 
tant. A patient’s symptoms that are not related must 
be thought to be either functional, that is, psychoso- 
matic, or to have a heavy psychic overlay on the basic 
physical illness. 

It is at this point that many family physicians may 
fail or lose interest. It is easy to make the psychoso- 
matic diagnosis; but the diagnosis must not yet be 
made firm. Even though there is every reason to sus- 
pect that the symptoms are functional, the patient 
must for awhile be treated like every other patient. 
All too frequently at this stage, physicians begin to 
think of vitamins, tonics and sedatives and more re- 
cently of chlorpromazine, reserpine and meprobamate. 
Unfortunately, once this idea is born, it seems never 
to die. 

The physical examination is next, and if the phys 
cian has any preformed ideas, he may make this a very 
cursory one; it is always obvious to the patient when 
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his physician is superficial. At once that thing we call 
rapport fails to jell, and a feeling of lack of confidence 
forms. 

Family physicians do not develop a routine that 
applies to every patient. The tests ordered, the x-rays 
taken, are those that are indicated from the inferma- 
tion already secured. The family physician who sus- 
pects a functional illness from the history and who 
comes up with an essentially negative physical exami- 


scription book and call it a day. 

But somewhere along the line, the patient probably 
has expressed an inner fear. If he has headaches, it 
may be fear of brain tumor. If he has palpitation, heart 
disease may be on his mind. Gas leads patients to think 
of carcinoma of the stomach, or of ulcer, and a cough, 
of serious pulmonary disease. Every patient is almost 
sure to have a preconceived idea, and if his supposed 
illness is crippling or disabling, there is serious trouble 
brewing. Then there is the type of patient our profes- 
sional predecessors called neurasthenic (a very good 
descriptive term). These people may think of perni- 
cious anemia, diabetes or almost anything else they 
have read about in “The Doctor’s Book” or heard 
about on radio or television, or read about in the 
women’s magazines. 


The Average Anxiety State 


This, then, is the basis of the average anxiety state 
that is so common in all physicians’ offices. The chain 
reaction is as follows: some symptom develops—a mi- 
nor deviation from normal function. The person won- 
ders what it means. He decides that he has something 
he has heard or read about. The more he thinks about 
itand worries about it, the more he centers his atten- 
tion on the symptom, and the greater his discomfort. 
Preoccupation increases perception, which in turn in- 
creases preoccupation. 

He goes to his physician and comes out with a pre- 
scription. This may give some temporary symptomatic 
relief, but the preoccupation is still there and as pre- 
scription after prescription loses its effectiveness, the 
idea that he has a serious illness that is too much for 


his physician becomes more and more fixed. 
Psychiatric problems resemble cancer in one respect. 
The longer proper treatment is delayed, the more 
drastic and radical must be the procedure to remove 
the condition, and the less the chance of a good result. 
Let us return to our physician’s office. The physi- 
cian and patient face each other, the patient with 
erroneous ideas about himself, the physician with a 
well-founded suspicion and a dozen other folks waiting 
for him, house calls to make, a medical meeting to 
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nation may be tempted to stop here, pull out the pre- - 


attend and the prospect of getting home by 10 P.M. or 
11 p.m. if he is lucky. 

If the physician thinks in terms of a formal program 
of psychotherapy—for example, three interviews a 
week and an hour to each interview—he is licked. He 
knows he cannot do it. But a plan of that kind is not 
necessary in the early phases of such an illness. It is 
true that the patient must be talked out of his budding 
misconception, but achieving that is relatively easy 
with a proper approach. 


Psychotherapy 


Most people don’t want to be sick and will listen to 
someone who speaks with authority and with more 
knowledge, provided there is mutual understanding 
and confidence. It used to be that the family physician 
could speak, simply because he was a physician. Even 
though there was great limitation to his knowledge 
and he knew it, he was an Olympian compared to his 
patients. Now that has been changed. While we still 
speak with authority and are still Olympians, rela- 
tively speaking, our patients have climbed into the 
foothills of medical knowledge. 

They know of x-rays, electrocardiograms and labo- 
ratory tests, and some have greater confidence in these 
things than we do. Therefore, if we are to. speak with 
authority these days, we must take into consideration 
their knowledge, real or otherwise. This type of psy- 
chotherapy starts with the accumulation of necessary 
knowledge so that the problem can be discussed later. 
The physician considers what he would order if he 
suspected the same illness as the patient does, and 
orders these tests. If they are not negative, then per- 
haps the patient was right after all; they usually come 
back negative, however. 

What should happen now should be a series of short 
lessons on medical science. All pertinent facts are 
mobilized and the physician prepares himself to face 
two problems. These patients need reassurance that 
their fears are unfounded, and they need to know what 
causes their symptoms. 

In the latter area it is not at all necessary to go back 
to a frustration which began at 6 months of age in- 
volving a delay in changing the three-cornered pants. 
So many times it is merely a matter of fatigue, worry 
about taxes, the mortgage, some unpaid bills, the fore- 
man on the job who seems to have it in for the patient, 
or trouble in life at home. From these things come 
tensions produced by emotional-glandular interreac- 
tions. Our bodies are equipped with many actions and 
reactions which today appear to be sometimes more of 
a nuisance than an asset. One of these is the physio- 
logic reaction to fear. 
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Coping with Fear 


‘In the old days, the really old days of the cave, the 
only thing people had to fear was violent death. Fear 
of death (when faced with the agent of this death, 
an animal looking for an easy meal, or some outburst 
of the elements) produced the reaction of superhuman 
effort to avoid death. To do this, every force of the 
body had to reach full strength; adrenalin was poured 
into the blood; pulse, blood pressure and respiration 
reacted and glycogen was rapidly transformed into 
glucose. So to the fight. Today, when in fear, the same 
things happen. It may happen when we miss a collision 
on the highway by a hair’s breadth. Remember? It 
happens when we hear a strange noise in the house. 
It may happen when an unexpected bleeder starts 
spurting in an operation and refuses to stay pinched 
off. It can happen when the income tax boys call up 
and make an appointment to come around and check 
the books, and it happens chronically in anxiety states. 
This adrenalizing and its side effects cause a muscular 
tenseness important in combat, but distressing in 
everyday life. 

This one biologic function which causes so much 
trouble, which aggravates other symptoms, must be 
explained and outlined to the patient: once the patient 
understands this, a long step forward has been made. 

Next comes reassurance. The presented symptoms 
have been studied by the concrete methods available. 
These facts, when presented and explained in detail, 
show the patient that his fears are unfounded and that 
there is no organic basis for his symptoms. The adroit 
physician puts etiology and lack of substantiating evi- 
dence together into an overwhelming argument. He 
does not say, “There is nothing wrong with you. Go 
home and forget about it.” He does not write out a 
prescription and say, “Here, take this. This is what 
you need.” He explains why there can be no pathology. 


Importance of Time 


It is agreed that this takes time. Perhaps this is a 
plea for a reversal of a modern trend. I would like to 
quote from an editorial in the March, 1956 issue of 
the Bulletin of the San Diego County Medical Society, 
written by Clifford Graves: 

“When you analyze the results of all these surveys, 
you come to realize that the patient has one main 
complaint: the doctor no longer acts as counsel, con- 
fidant, and confessor. Rather, he buzzes into the room, 
takes a quick look, makes a working diagnosis, writes 
a prescription, and disposes of the patient. The old- 
time doctor did that, too, but more deliberately because 
he had fewer patients and less equipment. Even the 
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blood pressure machine is an invention of this centy 
The time that is now taken up with clinical tests used 
to be taken up with small talk and that inclefinable 
something called rapport. Moreover, the modern doc. 
tor rarely has a chance to observe a family through 
two or three generations because nowadays few fami- 
lies sit still that long. It is the tempo of life that has 
changed. 

**Then there is the financial side. In an earlier day 
the doctor’s overhead was about ten per cent of his 
gross. In Europe it still is. But in this country with its 
tremendous inflation and its high wages, overhead 
comes closer to 40 per cent. Taxes eat up half of 
what’s left. At that rate the doctor is forced to see a 
large number of patients. He can’t survive unless he 
does. After all, a doctor is subject to the same economic 
laws as the rest of the population. He must earn to eat. 

**The old-time doctor is gone. So is the Prince 
Albert, the gas-lit office, the horse and buggy. We'll 
have to resign ourselves.” 

There one has the two faces of our modern Janus. 
War and peace . . . constant war against overhead and 
the clock, and the desire for the peaceful relaxation of 
talking to and listening to our troubled friends and 
patients. 

Time is of the essence and is there time? Each phy- 
sician must answer that problem according to his own 
commitments. If he does not have it, then there are 
others who do have time. Some are cultists and our 
patients will go to those if we brush them off or appear 
to. Some are young physicians who are eager to help. 
Some are hucksters who devise their pitch and hard- 
sell techniques on fear, anxiety, frustrations and in- 
feriority feelings. 

If the primary physician cannot give the time, and 
many cannot, it would be much better to refer the 
patient to the young man who can. 

And then there is the psychiatrist. Let us remember 
that the specialist should reserve his time for the care 
of those whose illnesses are so complex or so advanced 
that the family physician finds himself unable to cope 
with the problem. 

The psychiatrist, either analytic or somatic in disci- 
pline, has learned the special techniques needed to 
handle the major problems. He usually has a hospital 
or a psychiatric unit in a general hospital available to 
care for those patients who are dangerous to them- 
selves or others or who must be taken from the home 
environment for therapeutic reasons. 


Drug Therapy 


A word about the wonder drugs. Where there were 
two, there are now a baker’s dozen. We have not yel 
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donot cure anything. They do control symptoms. The 
symptoms are there, but the patient either does not 
feel them or does not react to them. 

Psychotherapists use them to reduce preoccupation 
at has so that the patient can be reached more readily. They 
area wonderful sedative in the older patient with senile 
dementia. They are very helpful in controlling over- 
activity and sometimes anxiety. However, they may of 
themselves produce serious depression and an over- 
whelming inertia. They have caused death in a number 
of cases through agranulocytic angina. There have 
been two cases noted of patients dying of peritonitis 
following a perforated gastric ulcer; the patients did 
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is common. Dizziness is a distressing but not serious 
side effect. 

The physician who wishes to use these drugs must 
learn all there is to know about them. I fell into this 
trap myself, not knowing of the dizziness resulting 
from meprobamate, and caused considerable psychic 
damage in a patient and loss of confidence in a case 
where the patient should have had a good result but 
which ended up very badly for all concerned. 

Nothing that has been said should be taken to mean 
that the family physician can, with these methods, 
treat or care for schizophrenia, the manic depressive 
reactions, the severe melancholias or senile dementia. 
It is suggested that these are the “lobectomies.” We 
have been pointing out ways for the correction of the 
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Prevalence of Rabies 
phy- In A LETTER published in Science for December 7, 1956, R.N. 
es Wardle of Canberra, Australia, set the record straight about 
ee the prevalence of rabies in the world, He had read in an 
| our earlier issue of Science the statement that no part of the 
cul | © world is free of rabies. 
help. “In point of fact,”” Wardle remonstrated, “there is a very 
vard- large part of the world that is free of rabies in the Pacific 
1 in- _ area, even though much of it is water; however, one could 
_ start from the west coast of North and South America, across 
ond _ toa line skirting the east coastlines of Japan and the Philip- 
the 1 pines, thence down west of New Guinea, to our Australian 
~ west coast, and say that within that vast area, there is no 
a. rabies known to be present. 

“This area includes Hawaii, Fiji, Samoa, Solomon Is- 
on lands, New Hebrides, New Guinea, New Zealand, and 
aced _ many smaller groups of islands, and Australia, which in 
0)” [je area is in itself almost as large as the United States.” 
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HENRY P. ROYSTER, M.D. 


Philadelphia, Pennsylvania 


A GOLDEN OPPORTUNITY exists in cancer of the skin 
that is found in no other cancer in the human body. 
When instituted early, therapy of skin neoplasms gives 
better end results than the treatment of any other 
malignancy. 

Skin cancer comprises a large percentage of all 

malignancy, and in 1956 there were 3,638 deaths in 
the United States from this disease. The early symp- 
toms of skin cancer can be detected by the patient 
soon after onset of the disease. Mortality could be re- 
duced to a fraction of its present rate if early warnings 
were heeded and treatment begun prior to the onset 
of distant spread. 
* The emphasis on recognition of the early signs of 
cancer has caused increasing numbers of patients to 
request advice concerning lesions of the skin. Physi- 
cians in all fields are called upon to make decisions in 
the management of skin lesions and especially to decide 
whether a particular lesion is malignant or likely to 
become malignant. 

When a patient seeks advice about a skin disorder, 
the physician must fulfill his responsibility by arriving 
ata correct diagnosis and instituting proper therapy 
without delay. While the experienced physician can 
ely on his acumen for the diagnosis of a certain per- 
centage of skin lesions, even physicians with the great- 
est experience in dermatologic problems will often find 
ttnecessary to excise the lesion and obtain a histologic 


diagnosis, 
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Harrison Department of Surgical Research 
Schools of Medicine, University of Pennsylvania 


Each 


year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the eighth of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


Selection of Skin Lesions for Removal 


The skin has many specialized functions, most of 
which are continually engaged in maintaining a stable 
internal environment. Epithelial cells, glandular cells, 
hair follicles, blood vessels, lymphatics, muscles, nerves, 
specialized receptors and neural end organs, as well 
as fibrous and collagenous tissue, are combined in 
highly differentiated forms to perform the many func- 
tions of the skin. Neoplasms, benign and malignant, 
of almost every pathologic type, may originate in any 
of these structures at any time. An excellent classifi- 
cation of skin tumors has been developed by Beerman 
and an adaptation of this appears in Table 1. 


Etiology 


The etiology of cancer of the skin is not fully 
understood, but it is known that certain innate and 
extrinsic factors are commonly associated with the de- 
velopment of cutaneous neoplasia. Probably the most 
important innate factor in any individual is the amount 
of pigment in his skin. Other natural protective ele- 
ments of the skin are seen in the physiologic response 
to solar radiation which is manifested by hyperplasia 
of the epidermis and by hyperpigmentation and an 
increase in the thickness of the stratum corneum. 

Skin has its limits of physiologic response and ex- 
cessive sunlight will result in abnormal pigmentation, 
connective tissue degeneration and finally, carcinoma. 
But Caucasians, with thinner skin and less pigmenta- 
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tion than other races, have the highest incidence of 
skin malignancy, and among the Caucasians, blondes 
have a higher incidence than brunettes. Further, the 
incidence of skin cancer is greater after the age of 40 
when the skin ordinarily will have received a good 
measure of sunlight. é' 

Other innate factors whose relationship to skin 
cancer is less clear include a higher incidence in males 
and a certain familial predisposition to cancer. These 
influences may possibly be explained by a greater ex- 
posure to sunlight in males and by a generally less 
pigmented, thin skin present in certain families rather 
than by any specific hormone or gene. 

It has been shown experimentally in the rat that a 
lesion closely resembling senile keratosis can be pro- 
duced by exposure to ultraviolet radiation. Acanthosis, 
hyperkeratosis, and progressive degenerative changes 
in the collagen and elastic tissue develop, followed by 
carcinoma when the exposure is prolonged. In humans 
it is known that cancer will often develop in an area of 
senile keratosis. 

The etiology of certain skin cancers will depend 
upon the duration of exposure and the response of the 
skin to certain agents. It is well known that x-ray will 
produce a dermatitis followed by the development of 
cancer in many cases. Coal tar derivatives, arsenicals 
(e.g., Fowler’s solution) as well as thermal and chemi- 


Figure 1. (a) Small basal cell carcinoma of cheek with slight 
depression and crust in the center and induration of the border. 
(b) Larger basal cell tumor with a distinct, raised, firm nodular 
border and central depression. (¢) ‘Submarine’? type basal cell 
tumor of lateral neck surface with intradermal extension, slight 
depression of its surfaces and without ulceration. (d) Slightly 


raised pigmented basal cell carcinoma resembling a nevus. 


cal burns have all been shown to be etiologic factors 
in the production of skin cancer. Chronic osteo:nyelitis, 
lupus vulgaris, psoriasis, lichen planus and ot/er dis. 
eases where chronic irritation is a factor seem to have {i 
a causal relationship with skin cancer. Avitamitiosis and 
chronic trauma to a pre-existing benign lesion are 
other factors to be considered. 


Diagnosis 


In the diagnosis of a possibly malignant skin lesion, 
a thorough history and physical examination are im- 
portant. The patient should be queried as to known 
carcinogenic agents. Many systemic conditions that 
would be diagnosed by history and physical examina- 
tion produce skin lesions that resemble skin cancer 
morphologically. The regional or widespread distribu- 
tion of skin lesions will help in the differential diag- 
nosis. 

The American Cancer Society has published seven 
danger signals of malignancy. Four of these are espe- 
cially applicable in skin cancer. These are: any un- 
usual bleeding or discharge, any change in a pre-exist- 
ing wart or mole, any ulceration that does not heal, 
any lump or thickening anywhere. The presence of 
one or more of these signs should alert the examiner 
to the possibility of a skin cancer. Other signs that 
may cause a patient to seek advice are itching, burning, 
pain, redness, tenderness, induration and edema. All 
of these latter symptoms and signs may be present with 
malignant lesions, but they are less significant in diag- 
nosis in early cases. 

In examining the skin, the physician needs few tools 
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‘actors fund relatively inexpensive equipment. A good magni- 
velitis, fiving glass, a strong light, and calipers for the measure- 
°r dis. ment of the size of lesions are three tools that are 
> have findispensable. If the appropriate regions of the skin are 
is and Jexamined with these instruments, little else is needed 
n are fo diagnose clinically any suspicious lesion. 

Of the many malignant tumors of the skin, three 
form the largest percentage of skin cancers. These are 
basal cell carcinoma, squamous cell carcinoma and 
malignant melanoma. The examiner should keep the 

sion, (characteristics of these three lesions in mind when- 
e im. Jever examining the skin. Hair follicles are rarely found 
nown {in malignant Jesions, the distribution of these lesions 
that J is not usually wide, and almost 90 per cent of the 
nina- | malignant lesions in the skin are found in the head 
uncer and neck region. 
ribu- 
diag. Basat CARCINOMA 

Basal cell carcinomas form 65 per cent of all skin 
cancers. There are several kinds of basal cell carci- 
nomas recognizable to the pathologist, and the gross 
appearance of these tumors is often quite variable. 
This tumor will most often appear at onset as a 2- to 3- 
millimeter depression (Figure Ja) or a raised, firm 
nodule of the same color as the surrounding skin. As 
itenlarges, the border becomes raised and nodular with 
a waxy, telangiectatic appearance (Figure 1b). The 
center will become depressed and slightly ulcerated, 
often covered with a thin crust. These characteristics 
are well seen with a hand lens. When the lesion is 
washed, cleaned, and compressed between thumb and 
forefinger, these features stand out more clearly. 

Most basal cell tumors take years to enlarge signifi- 
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CLASSIFICATION OF TUMORS OF THE SKIN 
(After Beerman) 


I. Epithelial Tumors 
A. Benign—papilloma, sebaceous adenoma, sweat gland ade- 
noma, epidermoid cyst, dermoid cyst, sweat gland cyst 
B. Malignant 
1. Basal cell carcinoma—proliferative, destructive (rodent 
ulcer), cystic types 
2. Squamous cell carcinoma—invasive, intraepithelial 
(Bowen’s type), Paget’s disease 
3. Mixed squamous and basal cell carcinoma 
4. Precancerous conditions—senile, seborrheic and arseni- 
cal keratoses; kraurosis; leukoplakia (of mucosal sur- 
faces) ; skin changes following excessive exposure to solar 
radiation, tars, other radiation; chronic diseases 
CG. Secondary tumors—breast, stomach, lymphoma group 
li. Connective Tissue Tumors 
A. Benign—fibroma, keloid, myxoma, xanthoma, neurofibroma, 
hemangioma, lymphangioma 
B. Malignant—sarcomas of connective tissue, fat, nerve, muscle, 
lymph and blood vessels 
C. Secondary—sarcoma, leukemia, lymphoma 
Ill. Tumors of Pigment-forming Tissues 
A. Benign—vascular nevi, pigmented nevi, hairy, intraepider- 
mal, epidermo-dermal (junction type), intradermal, blue 
nevus, combined forms, juvenile melanoma 
B. Malignant 
1. Superficial (freckle type) melanoma 
2. Malignant melanoma 
IV. Glomus Tumor 
Neuromyo-arterial tumor 
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Figure 2. (a) Rapidly growing squamous cell carcinoma with a 
nodular firm border undergoing ulceration. (b) Typical squa- 
mous cell carcinoma on the hand with a raised indurated border 
and central ulceration. 


cantly, but some spread wide and deep and in one or 
two years may destroy underlying cartilage or bone. 
A frequent type of basal cell carcinoma arises from 
multiple foci 0.5 to 1.0 cm. in diameter. The surface 
of the skin may be affected by minute nodulation and 
with obliteration of the normal skin creases. On palpa- 
tion the skin and adjacent subcutaneous tissue will be 
quite firm and hard, with involvement extending be- 
yond the area of surface change. 
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The name “submarine” has been applied to this 
lesion (Figure Ic). Microscopically it often extends be. 
yond the area that is firm on palpation. Anotlicr type 
of basal cell lesion is called “field fire” because it wil] 
have a “burned out” or fibrotic center with advancing, 
irregular borders that show the previously described 
waxy, nodular, telangiectatic appearance. 

The only basal cell tumor that may metastasize js 
the adenocystic type which forms raised, often grossly 
visible, cystic areas in the skin. 

The most frequent sites of basal cell carcinomas are 
the regions of the orbit, nose, cheeks, forehead, about 
the ears and the back of the neck. The lesions are often 
multiple, appear most frequently after the fifth decade 
and some may be pigmented (Figure Id). Patients who 
have one basal cell carcinoma are likely to develop 
other basal cell carcinomas and should be followed 
with a complete skin examination at regular intervals. 
Far advanced, recurrent or untreated lesions may erode 
underlying bone, muscle and cartilage. 


Squamous CELL CARCINOMA 


The appearance of squamous cell carcinoma is far 
less characteristic than that of basal cell carcinoma, 
and it will not erode underlying cartilage or bone to 
the extent that a basal cell tumor will. By the time the 
lesion is 5 cm. or more in diameter, it has usually 
metastasized to distant areas by the lymphatics and 
blood vessels. The most prominent, though unreliable, 
feature that would distinguish this tumor from the 
basal cell carcinoma is the larger indurated border and 
the soft center of the squamous cell carcinoma (Figure 
2a). When this tumor originates in a previously irradi- 
ated area, the lesion will often begin as a crusted, 
erythematous patch that later becomes firm and ul- 
cerates. 

Squamous cell carcinoma affects the most exposed 
surfaces; 75 per cent of the lesions are found on the 
head and neck and 20 per cent on the dorsum of the 
hands (Figure 2b). When this tumor develops on 
the palms of the hands and plantar surfaces of the 
feet, it is usually a sequel to an arsenical dermatitis. 
Also, its appearance on the nonexposed portions of 
the body is usually in association with radiation der- 
matitis. This tumor is less common than the basal cell 
carcinoma before the seventh decade, but the inci- 
dence is greater after that time. 


MALIGNANT MELANOMA 


The characteristic malignant melanoma arises in 
over 50 per cent of cases in a pre-existing skin lesion, 
usually the junction nevus. It is most often black or 
deeply pigmented and undergoes changes of enlarge- 
ment and bleeding. Less often, the tumor arises as 4 
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Figure 3. (a) Black, nonhairy, raised, compound nevus of eyelid. 
(b) Pale, red, raised firm compound nevus of cheek. This lesion 
was diagnosed clinically as a basal cell carcinoma. (¢) Blue nevus 
of foot. Its purplish blue color was striking. (4) Malignant mela- 
noma of calf. The lesion had been present since childhood and did 
not cause symptoms although migration of pigment into adjacent 
skin was noted. (e) Characteristic malignant melanoma of two 
wars’ duration. The lesion was raised and ulcerated and the halo 
of black pigment can be seen in the surrounding skin. 


new lesion in previously normal-appearing skin. In- 
crease in size and spread of pigment into adjacent skin 
(halo) are often noted in the history. Itching, burning, 
ulceration and pain occur less frequently. In other 
patients, the early melanoma is most difficult to recog- 
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Figure 4. Juvenile melanoma of cheek in a 7-year-old boy. This 
lesion was red, raised, smooth and soft. There was a similarity to 
the nevus in Figure 3b. 


nize clinically because of the absence of pigmentation, 
bleeding or other symptoms. The bizarre forms may 
occur as small pink or pale nodules, and occasionally 
there is no clinical sign of activity, and diagnosis is 
made by chance removal and histologic study. As the 
lesion develops, there is rather slow enlargement in all 
directions, and in two to five years, there are extensive 
ulceration and hemorrhage. Metastasis by lymphatics or 
blood stream can take place at any stage. 

In 2 per cent of 744 cases, melanoma has been found 
under the nail of the fingers and toes as a black tumor 
or as a lesion simulating paronychia. 

The distribution of the lesions of malignant mela- 
noma differs from that seen in basal and squamous 
cell cancer. In a total of 1,235 malignant melanomas 
reported by Pack, Lenson and Gerber, 29.6 per cent 
occurred on the lower extremities. Further, 14.5 per 
cent were noted on the dorsum of the feet, the plantar 
surfaces and the toes. There was equal distribution 
on the trunk and the head and neck (23.0 per cent 
each). Examples of nevi and melanomas are shown in 
Figure 3. 

Special attention must be given to the junction nevus 
which is considered to be a precursor of malignant 
melanoma. This lesion is flat, dark brown to black in 
color, smooth and hairless, varying in size from 1 mm. 
to several centimeters. Rarely, it may be raised, ver- 
rucous, hairy and nonpigmented. The distribution of 
this lesion is widespread, including palms and soles. 

The relationship of juvenile melanoma to malignant 
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Figure 5. Sketch showing a method of injecting procaine to connect 
the four points of a “‘diamond’’ surrounding the lesion to be re- 
moved. Note margin of excision in (b) and small “‘bite’’ of tis- 
sue in suturing the skin (¢). 


melanoma has recently been clarified. Formerly it was 
thought that malignant melanoma occurring before 
puberty behaved as a benign lesion and that simple 
excision was curative. Spitz and later Allen and Spitz 
have been able to classify microscopically the mela- 
nomas of childhood so that they can be differentiated 
from other types of nevi and from malignant mela- 
noma. These lesions have been found to persist beyond 
puberty, and Allen stated that the juvenile melanoma 
is no more likely to become malignant in adult life 
than any other compound nevus. The juvenile mela- 
noma is most often a pink, soft nodule and rarely is 
deeply pigmented (Figure 4). 

Malignant melanoma does occur in children. There 
are a few reports of metastasis and death from this 
tumor before the onset of puberty, so that it is important 
to look critically at moles in children not only for 
prophylactic removal but also for the possibility of 
the presence of a malignant tumor. 


Technique of Biopsy 


Simple biopsy may be performed in some cases by 
means of curettage or use of scissors or scalpel after 
appropriate cleansing of the wound area. Growing 
tumors may not be sensitive and the procedure may 
be accomplished without the use of an anesthetic 
agent. In other cases, freezing the surface with ethy! 
chloride, or local infiltration with a solution of 1 per 
cent procaine may be necessary. The tissue specimen 
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Figure 6. Basic set of instruments for biopsy or excision biopsy. The punches 
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INSTRUMENTS NECESSARY FOR A PUNCH OR EXCISION BICPSY "i 


from 


2 mm. to 1 cm. 
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moval of skin lesions. The axis of the incisions coincides with the 
creases in the skin produced by muscle action. (After Kraissl and 
Conway.) 


Figure 8. Postoperative keloid one year after excision biopsy of a 
nevus from skin below the clavicle over the upper sternum. Keloids 
in this area are not unusual and the patient must always be warned 
tn advance of this possibility. 
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to be removed should be 3 by 5 mm., preferably taken 
to include some normal adjacent skin and io be 
representative of the lesion. Otherwise the pathologist 
may not have sufficient material for study. This tech- 
nique is indicated in the case of large, soft, friable 
tumors and in other types located in areas where there 
is little normal tissue that can be sacrificed, stich as 
eyelids, tip of nose, ears and lips. 

Excision biopsy is most often done on lesions that are 
small and easily removed. Diagnosis and treatment are 
thus performed in one procedure unless a very radical 
operation or other therapy is required after the pathol- 
ogy report has been evaluated. The site of the lesion 
is cleansed with the antiseptic or chemical of choice. 
Few drapes are employed because they may obscure 
the surrounding skin and prevent proper placement of 
the incision. The outline of the proposed incision is 
made with a soluble dye or by a scratch of the knife. 
It is important to allow a margin of 2 to 3 mm. of nor- 
mal skin for completeness of removal. A solution of 
procaine (1 per cent) is injected widely around the 
lesion. The course taken by the injecting needle con- 
nects the four points of a “diamond” arbitrarily laid 
out with the lesion in the center (Figure 5). This will 
provide complete anesthesia in the working area where 
incision and suture will take place. It is not necessary 
to inject immediately adjacent to the lesion since the 
peripheral block will usually anesthetize the central 
portion. In large lesions, more anesthetic agent can be 
injected into the center. 

The incision is made along the predetermined line 
with a #15 scalpel blade. The blade is angulated 
slightly away from the lesion in order not to undercut 
its base and result in an incomplete removal. The in- 
cision should extend through the full thickness of the 
skin into fat, since many tumors occupy a deep posi- 
tion in the dermis and the underlying subcutaneous 
tissue. Bleeding vessels are clamped with catgut or 
touched with the desiccating electrode. 

Closure of the wound may be accomplished with 
catgut sutures (#3-0 or finer) placed subcutaneously, 
and silk (#5-0) in the skin. It is important that the 
skin edges meet evenly with a slight outward bulge for 
smooth healing. This is facilitated by inserting the 
needle perpendicularly through the skin 2 to 3 mm. 
from the wound’s edge to the full depth of the dermis 
and upward perpendicularly through the opposite 
edge. A simple square knot is snugly tied. The basic 
instruments for excision biopsy are illustrated in Figure 
6. The punches are saddler’s punches, obtainable at 
many hardware stores. 

Complications from Excision Biopsy. First, the axis of 
the incision in relation to the skin creases and joints 
may be responsible for an ugly distorted scar. Figure 7 


GP Volume XVII, Number 2 


aly 
2 
‘ie Figure 7. Diagram to show preferred location of incisions for re- 
‘ 


shows the proper choice of incisions for lesions of the 
face. If incisions are made contrary to these lines, one 
may expect a less pleasing result. Incisions over joints 
should be perpendicular to the axis of the joint to 
woid late “bowstring” contracture. This is especially 
true of the fingers. As a general rule, incisions follow 
the creases of the skin. 

Second, location of the lesion influences the extent 
of scarring. The skin of the scalp, face, anterior and 
lateral neck regions, and hands usually responds to 
incision by rapid healing with fine, smooth, flat scars. 
On the other hand, the skin over the posterior neck, 
back, infraclavicular areas, arms, thighs and legs usually 
heals with wide red scars, sometimes raised to form 
keloids, which eventually become pale, but remain 
wide and often unsightly (Figure 8). Removal of lesions 
from these areas must be thoroughly discussed with 
the patient before the operation, with emphasis on the 
medical reason for excision and an explanation in 
simple nonmedical language of the predicted appear- 
ance. 

Special mention is required concerning the removal 
of facial lesions in children. Fine hairline scars do not 
eccur regularly except around the eyelids. The scars 


become wide, often remain red and raised for several 
years, and may be a cause of great annoyance. 

Excision versus Electrodesiccation. Electrodesiccation 
as a method of biopsy or destruction of skin is often 
contraindicated. Tissue removed by curette, knife, 
scissors or punch is well preserved for microscopic 
study, whereas it may be “‘cooked” by desiccation, or 
the cells so distorted that microscopic examination is 
unsatisfactory. After a biopsy done with a cutting in- 
strument, the wound may be safely desiccated for 
hemostasis. 

If excision biopsy is performed by electrodesicca- 
tion, there are two disadvantages. First, the extent of 
removal cannot be determined microscopically and 
tumors may be incompletely eradicated. Second, the 
wound is a deep burn that may require three to six 
weeks for healing. The resulting scar is often no better 
looking than a properly performed excision by scalpel, 
and it frequently is confused with tumor recurrence. 
This method also is capable of producing unsightly 
scars on the trunk, anterior chest wall and other areas. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


subacute bacterial endocarditis 
Leon G. Smith, M.D. 
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Congenital 
Diaphragmatic Herniation 
of the Liver 


SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1a and b. Rounded density arising from the anteromedial por- 
tion of the right diaphragm. This convex segment of the diaphragm 
moved paradoxically on respiration. 


Figure 2a and b. Diagnostic pneumoperitoneum demonstrates a 
smooth convex mass on the superior surface of the right lobe of the 
liver separated from a semicircular thin line representing a pouch 


of the diaphragm. 
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ConGENITAL diaphragmatic herniation of the |iver js 
also called partial eventration, biloculation and circum. 
scribed relaxation of the right diaphragm. Other desig- 
nations, such as superior accessory or anomalous lobe 
of the liver, imply that the abnormality originates in the 
liver with secondary elevation of a segment of the 
diaphragm. Actually, the evidence indicates that the 
condition is a developmental anomaly caused by hypo- 
plasia of the muscle fibers resulting in a weakened area 
through which the liver protrudes. 

The partial eventration usually involves the antero- 
medial portion of the right diaphragm. The affected 
area is a thin, translucent fibrous membrane devoid of 
muscle, protruding into the thorax. There is no actual 
defect in the diaphragm but the sac consists of dia- 
phragmatic pleura and peritoneum separated by flimsy 
connective tissue and a few muscle fibers. The rim of 
the sac is crescent-shaped and formed by normal dia- 
phragmatic muscle. The liver bulges into the diaphrag- 
matic sac as it develops and forms a protuberance on its 
superior surface appearing as an accessory lobe which 
is intrathoracic yet subdiaphragmatic. The broad base 
of this accessory lobe is gripped tightly by the muscular 
rim of the diaphragmatic sac. Although the abnormality 
of the diaphragm is congenital, the eventration may 
increase due to the positive intra-abdominal pressure 
and negative intrathoracic pressure. 

On fluoroscopy there is a semicircular or even an 
almost complete circular homogeneous density in the 
right lung field which arises from the medial portion 
of the diaphragm close to the cardiophrenic angle. 
It may appear much more prominent on inspiration 
as the lateral portion of the diaphragm descends and 
the herniated sac either doesn’t move or rises para- 
doxically. In the lateral projection the density is 
anterior and this extends in a convex curve from the 
chest wall to merge posteriorly with the normally 
placed diaphragm. Occasionally the partial eventra- 
tion is located centrally and the opacity is seen to 
rise from the dome of the diaphragm. 

Absolute confirmation of the diagnosis can be ob- 
tained by pneumoperitoneum which causes separation 
of the liver and diaphragm by air. The thin herniated 
pouch projects upward from the anteromedial surface 
of the diaphragm. The underlying convex superior sur- 
face of the liver reveals a “diaphragmatic hump” which 
is smooth and sharply defined. 

Congenital diaphragmatic herniation of the liver does 
not cause symptoms. It is usually easily recognized 
once its classical appearance is appreciated. This ab- 
normality of the diaphragm may possibly be mistaken 
for more significant lesions located in the right car- 
diophrenic angle, thereby leading to unnecessary sur- 
gical exploration. 
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Wound Infections 


THERE HAS BEEN great concern in recent years over 
wound sepsis caused by Staphylococcus aureus. Howe 
has evaluated 9,412 consecutive clean operations and 
has found that, in the last eight years, there has been a 
significant increase in the wound infection rate and in 
the number of infections caused by Staphylococcus 
aureus. 

The percentage of antibiotic-resistant staphylococci 
in large hospitals throughout the world has increased 
steadily until three-fourths of all strains are resistant. 
Further, bacteriophage typing studies on organisms 
from patients and hospital staff indicate that infections 
of the same type are acquired by cross infection from 
other patients and hospital personnel. 

The author believes that the presence of an active in- 
fection in the hospital environment is more dangerous 
than a high carrier rate. He believes that the most im- 
portant means of preventing wound infections is by 
meticulous wound management and surgical technique. 
Emphasis on rigid antiseptic and aseptic methods, 
housekeeping cleanliness, and environmental disinfec- 
tion will further reduce the incidence. The routine use 
of prophylactic antibiotics in clean surgery may be 
more harmful than beneficial. (Ann. Surg., 146: 384, 
1957.) 


Treatment of Tetanus 


Creech, GLOVER AND OCHSNER evaluated 558 cases of 
tetanus treated from 1943 to 1956. The patients were 
divided into two seven-year periods in which the treat- 
ment was essentially the same except that, in the later 
period, antibiotics, tracheostomy, muscle relaxants, 
and gastrostomy were added to the treatment. The 
mortality was 10 per cent less for the second seven- 
year period. However, the mortality from tetanus at 


Charity Hospital since 1906 has shown a steady de- 
cline. 
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Tips from Other Journals 


None of the therapeutic agents employed in the 
treatment appeared to have a specific effect on the 
mortality. Supportive care of the patient was the most 
important factor. The incubation period was 40 per 
cent longer for the patients who survived than for 
those who succumbed. Only one of the 558 patients 
had received a complete immunizing course of tetanus 
toxoid, and only one patient had received tetanus anti- 
toxin at the time of injury. (Ann. Surg. 146: 369, 
1957.) 


Tetracycline for Bronchitis and Bronchiectasis 


Fox AND HIS ASSOCIATES treated ten patients with 
bronchiectasis and five with chronic bronchitis with 
intravenous tetracycline for five to ten days in doses of 
1 to 1.5 Gm. daily for adults, and lesser amounts for 
children. These patients were not treated during an 
acute exacerbation of the disease but during the 
chronic phase. In every case, pathogenic bacteria had 
disappeared from the sputum although they were re- 
placed by M. pyogenes (var. aureus) in two cases. The 
purulent sputum became clear in all cases but one. 

Thus, intravenous tetracycline therapy improves the 
infectious process in chronic bronchitis and bron- 
chiectasis and is recommended where simpler meas- 
ures have failed. Ventilatory function improved in the 
patients with chronic bronchitis but no consistent im- 
provement was noted in the group with bronchiectasis. 
(Arch. Int. Med., 100: 11, 1957.) 


Taping the Chest 


CaRTON AND SEPP DETERMINED that after strapping one 
hemithorax, distribution of ventilation showed a 
change giving a slightly increased proportion to the 
untaped side. The total vital capacity was reduced by 
8 per cent and the maximal breathing capacity by 11 
per cent. Ventilation is not reduced more severely by 
chest strapping because motion of the diaphragm is not 
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very much affected and the loose tissues over the 
thoracic cage “give” even after the first sensation of 
tightness is appreciated. It would appear, therefore, 
that there is not much reason to worry about retention 
of secretions in a taped hemithorax, with consequent 
pneumonia or atelectasis. Adequate breath can be 
drawn for coughing. 

Motion of the visceral pleura across the parietal 
pleura is dependent upon descent of the diaphragm and 
also upon movement of the thoracic cage. Volume fill- 
ing of the lungs was only slightly affected, making it 
seem likely that motion of the pleural surfaces across 
each other was affected only at the extremes of its 
range. Thus, the authors’ data lead to the belief that 
the thorax continues to move as a whole in spite of 
tape applied to part of it and that this tape limits in- 
spiration more by warning against deep breath than by 
actual physical limitation. Strapping applied to the 
chest for pleural pain is not uniformly specific as to 
side but appears to act by inhibiting the extremes of 
motion of the chest as a whole. (Am. Rev. Tuberc., 76: 
167, 1957.) 


Hemophilia 


IN A COMPREHENSIVE REVIEW of hemophilia, McElfresh 
describes in detail the mechanismsand diagnosis of the 
three main types. These are: deficiency of antihemo- 
philiac globulin (AHG) ; deficiency of plasma thrombo- 
plastin component (PTC); and deficiency of plasma 
thromboplastin antecedent (PTA). (Other rare forms in- 
clude Hageman factor deficiency and Stuart factor 
deficiency. These are mild.) 

All of these factors act in Stage I of coagulation— 
the formation of thromboplastin (which is necessary 
for the conversion of prothrombin to thrombin, Stage 
II). AHG and PTC deficiencies represent the familiar 
sex-linked hemorrhagic tendency. PTA deficiency is 
mild, symptoms often not appearing until the patient 
undergoes surgery. The vast majority of hemophiliacs 
have AHG deficiency. 

Clotting time is prolonged in all forms of hemo- 
philia. Bleeding time is normal, and prothrombin time 
is normal. Prothrombin consumption, however, is ab- 
normal. (Clotting normally results in the consumption 
of most of the prothrombin present. In hemophilia, 
since thromboplastin formation is deficient, prothrom- 
bin utilization is poor and abnormal amounts remain 
in the serum.) 

The types of hemophilia may be distinguished by 
simple tests. Although general measures are the same 
in each type, specific replacement therapy differs. Since 
AHG persists only eight to 12 hours in vivo, replace- 
ment in times of stress must be frequent. PTC is more 
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stable. One administration may correct the lemor- 
rhagic tendency for two or three days. When PTA re. 
placement is required, the benefit from one plasma 
infusion persists for two or three weeks. 

The physician has many social and emotional prob- 
lems to deal with in treating hemophilia. Parents 
should be encouraged to join a local chapter of the 
Hemophiliac Foundation where a needed outlet for 
their anxiety is provided. (J. Pediat , 51:474, 1957.) 


Morphine Antidiuresis 


IT Is WELL KNOWN that morphine decreases the rate of 
urine formation. The release of antidiuretic hormone 
(ADH) from the posterior pituitary is usually con- 
sidered the mechanism, on the basis of study of dogs 
given large doses of morphine. 

Papper and his colleagues undertook to study this 
effect in man, since human studies are limited and con- 
tradictory. Measurements were made before and after 
morphine administration in normal subjects under- 
going water diuresis. Urine flow, glomerular filtration 
rate and rates of solute excretion were measured. In 
the majority of experiments, there was a considerable 
decrease in urine flow ten to 55 minutes after morphine. 
There was no increase in urine osmolality. Rather, 
there was a decrease in glomerular filtration rate and 
rate of solute excretion. 

ADH activity cannot explain a decrease in urine 
flow unless the urine becomes more concentrated. The 
reduced filtration rate and rates of solute excretion are 
sufficient explanation. Since morphine has little effect 
on cardiac output or blood pressure, it is possible that 
renal function is altered by a direct effect on renal 


vessels. (J. Lab. e> Clin. Med., 50:692, 1957.) 


Congenital Hypertrophic Pyloric Stenosis 


Tue FREeDET-RAMSTEDT OPERATION for congenital py- 
loric stenosis was performed in 707 consecutive cases. 
In this series as in others, males predominated in a 
ratio of approximately 4 to 1. 

Vomiting or regurgitation of the feedings was the 
earliest manifestation of pyloric stenosis and usually 
began at about 3 weeks of age. In only 27 of the 707 
infants did the vomiting begin directly after birth. In 


none of the infants was there vomiting of bile, or bile- | 


stained fluid. This is of great importance in differentiat- 
ing this condition from other obstructive lesions of the 
gastrointestinal tract occurring in the first few weeks 
of life. As the vomiting becomes more pronounced, it 
may become projectile and is often associated with 
visible peristaltic waves from left to right in the upper 
part of the abdomen. Associated with these signs, the 
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palpation of an olive-sized mass is diagnostic. If the 
tumor is not palpable, x-ray examination following a 
barium meal is indicated. X-ray examination was per- 
formed in about 25 per cent of the 707 patients. 

Benson and Warden believe that the low mortality 
now associated with operation for this condition is due 
in a large measure to preoperative fluid therapy. De- 
hydration and electrolyte imbalance were corrected be- 
fore surgery. The mortality in this series was 0.6 per 
cent. (Surg., Gynec. e Obst., 105: 348, 1957.) 


Treatment of Furunculosis 


BERNHARDT SUCCESSFULLY TREATED eight of nine patients 
with furunculosis that had been unsuccessfully man- 
aged by standard regimens. The usual therapeutic pro- 
cedure consisted of giving the patients 250 mg. of 
tetracycline four times daily for two weeks, then reduc- 
ing the dose to 250 mg. twice daily for an additional 
month. The subjects were asked to shower twice daily, 
using a hexachlorophene-containing soap and to appiy 
a lotion containing 1 per cent tetracycline to the af- 
fected areas of the body—in most cases the forearms, 
buttocks, thighs, armpits, groins, perianal areas and 
hands. No attempt was made to cover the body com- 
pletely with this lotion. The lotion, dispensed in a 
wide-mouth bottle, was applied rapidly and easily 
with a paint brush and allowed to dry. 

All patients remained on this regimen for six weeks 
and after that period, were told merely to continue 
showering once daily with a hexachlorophene soap. 
Incision and drainage were performed on ripe furun- 
cles, and many incipient furuncles were aborted. To 
date, no recurrences have been noted. (Antibiot. Med. 
& Clin. Therapy, 4: 493, 1957.) 


The Narcoleptic Syndrome 


AccorDING To Yoss AND Daty, narcolepsy is anything 
but a rare neurologic disease. The authors believe that 
it often goes undiagnosed for long periods because its 
manifestations are subtle and because physicians are 
unfamiliar with the diagnostic criteria. The authors’ 
presentation of the diagnostic criteria was based on an 
experience with 300 patients. 

The tetrad of features that constitute the narcoleptic 
syndrome are narcolepsy, cataplexy, sleep paralysis 
and hypnagogic hallucinations. However, only 11 per 
cent of patients show this complete picture. Other 
patients have the symptoms in varying combinations 
(see diagram at right). 

The narcoleptic syndrome occurs equally in the 
two sexes. Onset is usually in the second or third 
decade. In classic form, narcolepsy is characterized 
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by almost irresistible episodes of actual sleep occurring 
from a few to many times a day. Between these episodes, 
although the patient appears alert, he may actually be 
drowsy much of the time. Some patients are bothered 
only by the constant drowsiness and do not actually 
fall asleep. In either event, sustained drowsiness is the 
common denominator. Narcoleptic patients tend to fall 
asleep under circumstances that make normal people 
drowsy. In addition, they may also fall asleep at un- 
usual and embarrassing times. 

Cataplexy—the second most common symptom of 
the narcoleptic syndrome—is a sudden decrease or 
loss of muscle tone, either generalized or limited to 
certain muscles. The cataplectic attacks are usually 
brief and are commonly evoked by laughter, anger, 
fear, excitement or surprise. 

Sleep paralysis, in typical form, seizes the patient 
as he falls asleep at night or awakens in the morning. 
He feels awake, but is aware that he can’t move or 
speak. This state may last one or two minutes. 

Hypnagogic hallucinations are visual or auditory 
hallucinations that appear as the patient dozes or is 
aroused. Often they are vivid but rarely are they 
terrifying. 

The diagnosis of narcolepsy depends upon the pa- 
tient’s history. Sometimes the patient misleads the 
physician by speaking of his drowsiness with terms 
such as “fatigue” or “‘tired.”’ Others speak of episodes 
of sleep as “blackouts,” thereby causing confusion of 
the disorder with seizures or syncopal attacks. Never- 
theless, careful analysis of the history should lead to 
correct diagnosis in almost all cases. This is a fortunate 
circumstance since the narcoleptic syndrome responds 
well to the administration of analeptic drugs. (Proc. 
Staff Meet., Mayo Clin., 32:320, 1957.) 


THE 
NARCOLEPTIC 
SYNDROME 


Narcolepsy 


The tetrad of the narcoleptic syndrome is represented as a tetrahedron 
having unequal sides. The length of each side is proportional to the 
incidence of the feature in the syndrome. Thus, all patients manifest 
narcolepsy, while the incidence of other features is as follows: cata- 
plexy, 68 per cent; hypnagogic hallucinations, 30 per cent; sleep 
paralysis, 24 per cent. 
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Measles Virus 


BLATTNER REVIEWS recent developments in the isolation 
and cultivation of the virus of measles, the nature of its 
infectivity for monkeys and the spontaneous occurrence 
of a similar disease in monkeys. 

A viral agent was isolated from whole blood and 
throat washings of patients within 24 hours of onset 
of the rash. Inoculation of selected monkeys resulted 
in manifestations similar to the clinical disease in man. 
Incubation period was about ten days; and viremia of 
two to five days’ duration appeared about the fifth day. 

However, some monkeys were found to have appre- 
ciable titers of antibodies to the cultured virus, before 
inoculation. Enders and his colleagues emphasize 
the possible spontaneous occurrence of a simian strain 
of virus, antigenetically indistinguishable from human 
measles strains. Besides the intrinsic biologic interest 
of this interrelationship, the simian agent might 
exhibit lower pathogenicity for man. Then, it might 
prove of value for immunization purposes, like the 
vaccinia-variola relationship. (J. Pediat., 51 :611, 1957.) 


Blood in the Peritoneal Cavity 


MASSIVE INTRAPERITONEAL HEMORRHAGE is often en- 
countered in the practice of obstetrics and gynecology. 
Pritchard and Adams have studied the effect of large 
amounts of blood in the peritoneal cavity. The erythro- 
cytes were tagged with radioactive materials and then 
injected into the peritoneal cavity, and it was found that 
about two-thirds of these red cells were returned to 
the circulation in seven to 16 days. The survival time 
of these erythrocytes was normal. 

Free blood in the peritoneal cavity was not harmful, 
although patients with relatively large amounts of blood 
in the peritoneal cavity had increased morbidity. The 
incidence of postoperative ileus was higher; often the 
blood collected in the cul-de-sac and became infected, 
requiring drainage. If the blood is removed, the iron 
so lost can be replaced orally. The blood in the peri- 
toneal cavity has no therapeutic use in the immediate 
treatment of shock. The authors recommend that blood 
not be left in the peritoneal cavity at operation. (Surg., 
Gynec. & Obst., 105 :621, 1957.) 


Ranula with Extension into the Neck 


A RANULA is a cystic tumor beneath the tongue, due to 


obstruction and dilatation of the sublingual or sub- 


maxillary salivary gland or of a mucous gland. These 
lesions usually appear as swellings in the mouth, but 
occasionally large cysts dissect downward and present 
in the neck. 
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Crile recommends that when possible, the entire 
gland causing the ranula be removed. In a very large 
cyst, he recommends that the lesion be converted into 
a draining sinus by inserting a mushroom cat)cter to 
drain the cyst and then, at a second operation, the 
sinus can be followed to the salivary gland and the 
gland excised. He believes that any attempt to excise 
the fibrous wall of the cyst without removal at the same 
time of the gland will result in a recurrence. (Surgery, 
42:819, 1957.) 


Risk in Cardiac Catheterization 


BaGGER AND 33 COLLEAGUES have reviewed the experi- 
ences of 12 Swedish hospitals with catheterization of 
the heart and great vessels, with or without contrast 
injection. They agree that these examinations should 
be concentrated in large hospitals with experienced 
teams. Between 50 and 100 catheterizations per year 
are the minimum numbers that allow the diagnostic 
unit to retain a high technical standard. For angio- 
cardiography, these figures are slightly lower. 

Fatal complications occurred in five of 5,859 right 
heart catheterizations. This is about twice as high as 
the risk of fatal circulatory standstill in general 
anesthesia, or about two to four times as high as the 
risk of fatal complications due to blood transfusi. 

The risk arising out of angiocardiography, and 
especially thoracic aortography, is considerably higher 
(angiocardiography, nine per 2,451; thoracic aorto- 
graphy, five per 340). To reduce these figures, a strict 
evaluation of indications is required, and a high tech- 
nical standard in the procedure. (Am. Heart J., 54:766, 
1957.) 


Ovarian Cyst in a Newborn Infant 


Tietz AND Davis REPoRT the case of an infant born with 
abdominal distention. Both sides of the diaphragm 
were elevated. Over a period of several hours, abdomi- 
nal distention increased and effective pulmonary venti- 
lation decreased. Within the first day of life, laparot- 
omy was performed. Bloody peritoneal fluid was 
encountered, and a large unilocular ovarian cyst that 
had ruptured. Oophorectomy was followed by an un- 
eventful recovery. 

The authors point out that this clinical picture re- 
sembled that of ascites secondary to portal vein ob- 
struction—an almost uniformly fatal disease in the 
newborn. Thus, they recommend immediate surgical 
exploration in ascites of the newborn—after renal 
agenesis and Rh incompatibility are ruled out. (Renal 
agenesis is ruled out merely by securing normal urine 
from the bladder.) (J. Pediat., 51:564, 1957.) 
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DIFFERENTIAL DIAGNOSTIC POINTS: 


CHRONIC GALACTOSEMIA VS. 


MILK ALLERGY 


| Symptoms Chronic Galactosemia Milk Allergy 

| Nausea May be present May be present 

Vomiting May be present May be present 

Colic May be present May be present 

May be present May be present 

Failure to gain weight May be present May be present 

Jaundice Usually present Absent 

| Hepatomegaly Usually present* . Absent 

Lamellar cataracts Usually present* . Absent 

Mental retardation Usually present* . Absent 
Proteinuria Usually present Absent 
Galactosuria Present if child on milk . . . . . .. Absent 


Symptoms present when fed 


Off milk, symptoms disappear . . . . . Yes 
Galactose tolerance test . Elevated, abnormal . . . . . 2... Normal 
Skin test to cow’s milk . Negative Sometimes positive 
Family history of allergy Usually no Usually yes 
| Family history of galactosemia Sometimes yes No 


Any milk (including human) 


A species-specific milk 


*if disease of longer duration. 


Milk Allergy vs. Galactosemia 


RELIEF OF VOMITING, colic and diarrhea by the elimina- 
tion of milk need not necessarily mean that the child 
is allergic to milk. Wilhelm calls attention to galacto- 
semia and galactosuria, a hereditary metabolic defect. 
Anenzyme is lacking that is responsible for the transfer 
of galactose-1-phosphate to glucose-1-phosphate. The 
differential diagnostic features of galactosemia are 
listed in the above table. The diagnosis is often missed 
because in the hospital, such a child is given only 
parenteral fluids, and reducing substances do not 
occur in the urine. 

Early diagnosis of galactosemia can prevent irrep- 
arable damage such as mental retardation, cataracts 
and hepatic impairment. Specific management is elimi- 
nation of galactose from the diet. (J. Allergy, 28:401, 
1957.) 


Hysterectomy in Postpartum Hemorrhage 


Satro AND ARCHAMBAULT BELIEVE that hysterectomy 
has a definite place in the treatment of post-partum 
hemorrhage. If the more common causes of hemorrhage 
(retained placental tissue, cervical and vaginal lacera- 
tions) and the less common causes (alterations in the 
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blood coagulation mechanism) have been eliminated 
and vigorous conservative measures are failing to con- 
trol the post-partum hemorrhage, hysterectomy or liga- 
tion of the uterine artery should be done before the 
patient develops profound shock. 

The most common causes of uncontrolled post- 
partum hemorrhage necessitating emergency hysterec- 
tomy are rupture of the uterus, placenta previa, placenta 
accreta, uterine atony and Convelaire uterus. (Am. J. 
Obst. & Gynec., 74:1082, 1957.) 


Pretoxemia Test in Pregnancy 


‘THE RECENT DISCOVERY of an excessive production and 
urinary excretion of the mineralocorticoids preceding 
and during toxemia suggests a role of these steroids 
in the toxemia of pregnancy syndrome. 

Raab has devised a simple test in which he believes 
that exaggerated pressure responses to intravenously 
infused 1-norepinephrine are probably due to ab- 
normally increased mineralocorticoid activity. He has 
infused 0.3 mcg. per kilogram per minute for five 
minutes after the thirtieth week of gestation in pa- 
tients suspected of developing toxemia of pregnancy. 
The blood pressure is taken each minute, and an 
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average rise of the systolic blood pressure of 50 mm. 
Hg or more above the patient’s basal systolic blood 
pressure is strongly suggestive of impending toxemia. 
Raab believes that patients with this response to the 
test should immediately receive strenuous prophylactic 
measures, especially rigid sodium restriction. (Am. J. 
Obst. &> Gynec., 74:1048, 1957.) 


Radioactive Gold 


MacKay HAs USED radioactive colloidal gold in treating 
235 patients with pleural or peritoneal effusions 
of malignant origin. The majority of them had either 
carcinoma of the breast or cancer of the ovary. Others 
had lymphosarcoma or malignant disease involving 
the lung, colon, uterus, stomach and uterine cervix. 
In some patients, the primary lesion was not known. 

Every effort was made to remove all available fluid 
before the intracavitary instillation of radioactive col- 
loidal gold. Fluid in the cavity to be treated serves 
only to dilute the dose to the serous membranes. After 
the colloidal gold is instilled in the cavity, the patients 
are nursed in special tipping beds to insure an even 
distribution of the radioactive material to the walls of 
the cavity. If it is not possible to remove a reasonable 
proportion of the fluid estimated to be present by clini- 
cal or radiographic means, or if the patient’s general 
condition is poor, radioactive gold should probably 
not be used, as the administration of this material is 
painful and causes a general systemic upset. 

In this series more than half of the patients treated 
were benefited by this treatment. This method is often 
the only treatment for the unfortunate patient with a 
rapidly recurring effusion of malignant etiology. 

The author states that neither the cause of the forma- 
tion of fluid secondary to malignant disease nor the 
mode of action of radioactive gold in inhibiting the 
formation of this fluid is known. (Lancet, 2:761, 1957.) 


Torsion of the Testes 


BorTMAN HAS recently surgically treated 18 cases of 
torsion of the spermatic cord in young adults with 
scrotal testes. Several of the patients had a history of 
recurring bouts of pain on the involved side strongly 
suggestive of spontaneously reducing torsions. In all 
patients treated, the onset of pain was dramatic and 
agonizing, with radiation into the lower abdomen. The 
pain was frequently accompanied by nausea and vomit- 
ing. Shortly after onset of the pain, a hard, exquisitely 
tender, heavy scrotal mass appeared. The testicle could 
not be differentiated from its adnexa, and the cord was 
markedly thickened. Occasionally there was a sugges- 
tion of a twist in the cord. 
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All patients were operated on soon after being seen, 
In patients seen within 12 hours of the onset of symp- 
toms, viable testes were obtained. Those patients whose 
symptoms had been present longer than 12 hours had 
gangrenous testes. 

When a diagnosis of recurring, spontaneously reduc. 
ing torsion of the testicle is made, the author recom. 
mends surgical fixation of the testes. (Am. J/. Surg,, 
94:787, 1957.) 


Recurrent Gastric Ulcer from Cortisone 


VICKERS REPORTS a case of a very large gastric ulcer 
which developed during cortisone therapy. Upon dis- 
continuance of the drug, the ulcer promptly healed. 
Because of the recurrence of the arthritis for which the 
patient was treated initially, cortisone therapy was re- 
sumed, whereupon there was a recurrence of the gas- 
tric ulcer. Again, when medication was stopped, heal- 
ing occurred. These episodes were all documented by 
the roentgenographic demonstration of the gastric 
ulcer. (Radiology, 69:412, 1957.) 


Steroid Therapy in Mumps Orchitis 


ORCHITIS AS A COMPLICATION of mumps is seen almost 
entirely in adults. It usually appears as the parotitis is 
subsiding, and is thought to affect about 20 per cent 
of adults having mumps. It is a severely painful, 
prostrating disease. In addition, it is thought by some 
authorities to be a significant cause for sterility. 

Zeluff and Fatherree report the effects of steroid 
therapy of mumps orchitis in four patients. In each 
instance a rapid remission was noted, with dramatic 
reduction in the local inflammation as well as in the 
generalized effects. This good result, coupled with re- 
ports of similar experiences by other authors, led to the 
recommendation that steroid therapy should be 
promptly started in all cases of mumps orchitis. It re- 
mains to be seen whether such therapy will reduce the 
incidence of subsequent atrophy and sterility. (Ann. 
Int. Med., 46: 852, 1957.) 


Prevention of Rheumatic Fever 


Woon AnD HIS ASSOCIATES compared three regimens for 
the prophylaxis of rheumatic fever. They were (1) 
sulfadiazine, 1 Gm. a day by mouth in a single dose; 
(2) penicillin, 200,000 units a day by mouth ina single 
dose, half an hour before breakfast; (3) benzathine 
penicillin G, 1.2 million units by intramuscular injec- 
tion every four weeks. 

In the first two years of a large-scale five-year study 
of these regimens, it was found that the four-weekly 
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injection of benzathine penicillin G (Bicillin) was more 
elective in preventing both streptococcal infections and 
rheumatic recurrences than either of the other two 
methods of prophylaxis. The authors noted that one 
probable reason for this superiority is that the benza- 
thine penicillin is injected, thus giving assurance that 
prophylaxis is received. (New England J. Med., 257: 
394, 1957.) 


Tuberculin Conversions 


GyoRGYI DETERMINED the incidence of tuberculous in- 
fection during academic studies among a group of 
undergraduate and graduate college students. The con- 
version rate among 4,634 university students to a posi- 
tive tuberculin skin reaction was 5.3 per cent during 
their academic studies. There was a higher rate of 
conversion among foreign-born students than among 
North American-born students. More than twice as 
many male as female students converted to positive. 
The percentage of conversion was significantly lower 
among North American white males than among North 
American Negro male students. In addition, American- 
born Orientals had a significantly lower incidence of 
positive tuberculin tests than the Asian-born students. 

The author’s data also proved that while cutaneous 
sensitivity to tuberculin has decreased among North 
Americans, it has increased slowly among foreign-born 
students during the last seven years. Medical students 
had a significantly higher conversion rate than the 
nonmedical student population. Particularly note- 
worthy was the high incidence of conversion rate of the 
female medical students compared with the total 
female student population. Most conversions occurred 
during the second year of academic study. (Am. Rev. 
Tuberc., 76: 308, 1957.) 


Hypercortisonism in Patients With Rheumatoid 
Arthritis 

Stocums, Pottey AND Warp divide the effects of hy- 
percortisonism in patients with rheumatoid arthritis 
into two types—special and general. The general 
effects include those signs that may appear in any 
patient given excessive doses of steroids for sufficient 
time, including excessive appetite and gain in weight, 
euphoria, insomnia, increased nervous tension and 
irritability, facial rounding, increase of fat pads, re- 
tention of fluid, irregular menses, acne and hyper- 
trichosis. 

In addition, in patients with rheumatoid arthritis, 
special effects of hypercortisonism are sometimes seen 
after the usual signs and symptoms have been present 
for a considerable period. These special effects swing 


GP february 1958 


in a cyclic manner, as shown in the diagram below. 
The authors believe that some patients manifesting 
these special effects also have reactions in the mesen- 
chymal tissues simulating systemic lupus erythema- 
tosus or polyarteritis nodosa. 

The treatment of chronic hormonal overdosage is 
complicated and requires the patient’s full coopera- 
tion. Basically, the therapy consists of gradual, slow, 
small reductions of dosage. During this time, extra 
physical and mental rest and relaxation are pre- 
scribed. The objective is eventually to withdraw hor- 
monal therapy completely for some period of time. 

The authors remind that the patients with hyper- 
cortisonism are susceptible to the effects of acute 
adrenocortical insufficiency whenever they are sub- 
jected to stress (major operations, trauma, severe in- 
fections). This implies that regardless of other cir- 
cumstances, doses of steroids need to be appreciably 
increased to protect the patient during such stress. 
The possibility of dangerous consequences from stress 
may extend for a year or more after administration of 
adrenocortical hormones has been discontinued. 

In view of the difficulties of treating hypercor- 
tisonism, it is not surprising that the authors urge 
prevention of this state. They believe that this can be 
accomplished by stringent restriction of doses of 
steroids used for the treatment of rheumatoid arthri- 


Cyclic swings in mood and other symptoms characterize the “special ef- 
fects” of hypercortisonism in patients with rheumatoid arthritis. The 
relative predominance of each part of the cycle varies with patients. 
-Stimulation, 
¢—“restless drive,” 
relatively little aching. 
"emotional instability, — 
fatigue, muscular aching. 
DIAGRAM 
TABLE 
Group Cortisone, Hydro- Prednisone or 
mg. cortisone, prednisolone, 
mg. mg. 
Children <10 <75 <2 
Adolescents 10-15 7.5-10 2-3 
Postmenopausal women 20-30 15-25 3.5-5 
Younger women 30-37.5 25-30 5-6.5 
Adult men 37.5-50 30-40 6.5-9 
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tis. They recommend the doses shown in the table on 
the preceding page as maximally tolerated, daily doses 
for long-term therapy. (Proc. Staff Meet. Mayo Clin., 
32:227, 1957.) 


Tibial Shaft Fractures 


FRACTURES OF THE TIBIAL SHAFT heal slowly and if union 
can be secured in four to 12 months, the results can be 
considered satisfactory. In a fracture of the distal one- 
third of the tibia, especially if the fibula is also frac- 
tured, a satisfactory reduction is difficult to obtain. 
Jocson has treated 34 fractures of the tibia with multiple 
wire and plaster fixation and compared these results 
with 33 fractures treated with plaster cast immobiliza- 
tion. All patients treated with multiple wire and plaster 
fixation healed within six months. In the group of pa- 
tients treated with plaster casts alone, five patients had 
delayed union, five patients had malunion caused by 
change in position of the fragments and one patient 
had nonunion. 

Kirschner wires of 0.062 inch diameter were used. 
One wire was inserted through the anterior tibial 
tubercle, one inserted slightly more distally in the tibia 
and the third wire through the os calcis. The wires 
were removed in eight to ten weeks. (Am. J. Surg., 
94:747, 1957.) 


Hepatic Dysfunction in Pulmonary Tuberculosis 


ALTHOUGH CLINICAL EVIDENCE POINTS to a lack of sig- 
nificant hepatic parenchymal damage in patients with 
pulmonary tuberculosis, sensitive liver function tests 
together with biopsy studies indicate otherwise, ac- 
cording to Sarin and his coworkers. The authors 
studied critically 100 cases of pulmonary tuberculosis 
in which liver function tests were carried out along 
with liver biopsy studies. 

Epithelioid-cell tubercles, with or without giant cells 
or caseation, were found in 15 cases. In three of these, 
the liver was enlarged and hepatic function was 
moderately or markedly disturbed in eight patients. 

Fatty infiltration was seen in 27 of the cases. It was 
believed to be due to the toxicity of the tuberculosis 
in association with malnutrition. 

Focal necrosis was observed frequently, being marked 
in three cases and moderately severe in 44 cases. The 
necrosis was believed to be due to the toxicity of the 
tuberculosis in association with unidentified intestinal 
bacterial or protozoan infections which are quite com- 
mon in India, where this study was made. 

In 27 patients cirrhotic changes were found. The 
authors believe that tuberculosis may lead to cirrhotic 
changes. The similar background of the two diseases 
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together with their simultaneous existence cannot be 
considered merely a coincidence. Thus, it would not be 
entirely improbable that chronic changes in the liver 
due to tuberculosis may lead to marked fibroblastic 
proliferation. 

In the whole series, hepatomegaly was seen in 33 
cases. Liver function tests were found to be moderately 
or markedly deranged in 31 of the 100 cases. Of these, 
only 12 had liver enlargement while 19 showed tuber- 
culous lesions in the liver. This demonstrates that no 
significant correlation exists among liver function, 
hepatomegaly and histopathology. However, a correla- 
tion did exist between deranged histopathology and 
liver functions, for of 25 patients who showed definite 
or highly suggestive tuberculous lesions in the liver, 19 
had marked derangement in liver function. Abnormal 
liver functions were found, especially in the patients 
with far-advanced tuberculosis. (Am. Rev. Tuberc., 
76:410, 1957.) 


Treatment of Streptococcal Endocarditis 


ORAL PENICILLIN-G has not been employed in the treat- 
ment of penicillin-sensitive streptococcal endocarditis 
because of the relatively unpredictable blood levels 
associated with its administration, according to Walker 
and Hamburger. Intramuscular injection of procaine 
penicillin every six hours and streptomycin every 12 
hours for two weeks has become an accepted plan of 
therapy for this disease. With the use of the recently 
developed phenoxymethy! penicillin (penicillin-V), 
higher blood levels are maintained because of its 
greater stability in acid gastric contents. 

Because of the attendant decrease in discomfort to 


the patient when oral medication is substituted for 


intramuscular medication, the authors used oral 
phenoxymethyl] penicillin and intramuscular strepto- 
mycin for a period of two weeks in the treatment of 
four cases of bacterial endocarditis due to a penicillin- 
sensitive Streptococcus viridans. The dose was 600 mg. 
of the penicillin preparation every four hours and | 
Gm. of streptomycin-dihydrostreptomycin intramus- 
cularly every 12 hours. The patients were feeling well 
and leading normal lives 18, 11, five and one-half and 
three months after the cessation of treatment. (Arch. 


Int. Med., 100:359, 1957.) 


Thyroid and Experimental Atherogenesis 


Pick, STAMLER AND Katz HAVE SHOWN that cholesterol- 
fed cockerels develop coronary atherosclerosis, and 
further, this disease is inhibited by estrogens. A study 
was undertaken of the influence of hypothyroidism 
on this phenomenon. 
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Hypothyroidism— induced by thiouracil, thyroidec- 
omy or thyroidectomy plus I'*—counteracted the 
bility of estrogens to prevent coronary atherosclerosis. 
authors suggest that thyroid and estrogenic hor- 
mones act synergistically to render the coronary ves- 
resistant to plaque formation. (Circulation Research, 
5:510, 1957.) 


Regional Enteritis 


ENsRUD AND SAUER REVIEWED the clinical course of 38 
patients with regional enteritis managed by conserva- 
tive nonsurgical methods. The follow-up periods 
ranged from four to 15 years. Therapy included diet 
(high protein, high carbohydrate, high vitamin and 
low residue), chemotherapeutic agents, antispasmodic 
drugs, vitamin supplements, blood transfusions and 
adequate rest. A few of the patients also received 
roentgen therapy to the abdomen. Only three patients 
received steroid therapy, which did not seem to be of 
particular benefit to them. 

The clinical features of the series as a whole prior 
to their first visit are shown in Table 1: 

The patients were divided into three categories ac- 
cording to the severity of clinical manifestations. 
“Miid disease” was characterized by mild diarrhea 
and weight loss of less than 10 pounds. “Moderate 
disease” was characterized by diarrhea, abdominal pain 
and a weight loss of less than 20 pounds. ‘Severe dis- 
ease” was characterized by severe diarrhea, abdominal 
pain, weight loss of 20 pounds or more, with or without 
acomplication (internal fistula, intestinal perforation, 
hemorrhage). 

The patients were also divided into three groups 
according to the roentgenographic findings. ‘Group 
one” consisted of those with one foot or less of the small 
intestine involved. “Group two” consisted of those 
with one to three feet of the small intestine involved. 
“Group three”’ consisted of those with more than three 
feet of the small intestine involved, skip lesions seen 
or internal fistulas present. 

A correlation of clinical status with roentgeno- 
graphic findings is shown in Table 2: 

At one time it was thought that surgical excision of 
the involved portion of the small intestine was the 
treatment of choice for regional enteritis. However, 
such surgical treatment was followed by a high rate 
of recurrence of the disease in the remaining portion 


of the small intestine immediately adjacent to the 
colon. 


The results of conservative therapy in the 38 pa- 
tients reported by Ensrud and Sauer were as follows: 
19 of the 38 patients were in good general health, ten 
were in fair health, one was a chronic invalid, and 
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CLINICAL FEATURES 


Number Per cent 
Diarrhea 36 95 
Loss of weight 26 68 
Abdominal pain 24 63 
Febrile episodes iB] 29 
Malabsorption syndrome 10 26 
Gross rectal bleeding 6 16 
Perirectal inflammation 
(anal fistula) 6 16 
Mass in right lower quadrant 4 11 
Internal fistula 3 8 


Table 1. 


CLINICAL STATUS 


X-ray Status Mild Moderate Severe Totals 

Group 1 2 3 

Group 2 2 3 3 8 

Group 3 1 7 3s. 

Totals 9 12 17 38 
Table 2. 


eight had died of the disease from 3.5 years to 11.5 
years after the onset of symptoms. The authors con- 
cluded that “conservative management of regional 
enteritis, although nonspecific and supportive, is of 
definite benefit and deserves a thorough trial unless 
complications such as obstruction or fistulas are 


present.” (Proc. Staff Meet., Mayo Clin., 32:395, 1957.) 


Carcinoma of the Esophagus 


Pettit notes the unusual prevalence of carcinoma of 
the esophagus in the Charleston, South Carolina, area. 
His study encompasses a series of 219 cases seen in 
the 11-year period from 1943 through 1955. The type 
of patient predominantly encountered with this disease 
in this area indicates that diet may be a factor in the 
etiology. The staples are rice and hominy for most. In 
35 per cent of the patients, the diet was grossly in- 
adequate, containing eggs, meat and milk only oc- 
casionally, and fruit rarely. The use of tobacco and 


139 


itis 
els 
ker 
ine 
12 
of 
tly 
its 
to 
for 
ral 
to- 
of | 
in- 
1g. 
nd 
h. 
id 
dy 
m 
= 


consumption of alcoholic beverages do not appear to 
be implicated in the development of this disease. 

A careful attempt should be made to establish the 
proper diagnosis in any patient who has dysphagia, 
with repetition of the barium study and esophagoscopy 
in “negative” cases. The author suggests that too many 
patients have extensive disease by the time symptoms 
develop, and it is unlikely that there will be any marked 
improvement in early diagnosis. 

Treatment with radiation therapy is recommended 
in those patients with lesions in the cervical and 
mediastinal segments of the esophagus. Resection 
should be attempted in patients with lesions of the 
lower one-quarter of the thoracic portion. The manage- 
ment of the mid-thoracic lesions is subject to con- 
siderable difference of opinion. The results with either 
surgery or radiation therapy are so poor that it is 
difficult to justify strict adherence to either form of 
treatment. 

Pettit’s findings indicate that the grade of malig- 
nancy, the duration of symptoms and the apparent 
length of involvement were of little value in estimating 
the effectiveness of therapy of either type. The presence 
of a visible soft-tissue mass about the tumor site was 
of some help in determining the operability of the 
lesion. In only two of the nine cases with the soft- 
tissue mass projecting beyond the normal limits of the 
esophagus was resection possible. However, the ab- 
sence of a soft-tissue mass was only of negative com- 
fort, as over half of these were nonresectable. Radia- 
tion therapy may be worth while for palliation, and it 
should not be withheld even in the poor-risk patient 
with extensive disease. (Am. J. Roentgenol., 77:818, 
1957.) 


Mucoid Adenocarcinoma of the Colon and 
Rectum 


MUuCcoID ADENOCARCINOMAS of the colon and rectum are 
histologically distinct tumors characterized by the 
presence of a mucous material, the chief component of 
which is mucin. The mucus may be primarily extra- 
cellular or intracellular. In most patients, the mucus 
is extracellular. There is general agreement that the 
production of mucus by carcinomatous cells indicates 
functional differentiation and that the mucus is a 
product of cellular secretion rather than degeneration. 
Often it is thought that a mucoid adenocarcinoma of 
the colon or rectum is less malignant than the non- 
mucoid adenocarcinoma of these organs. 

Wolfman, Astler and Coller have reviewed 880 cases 
of adenocarcinoma of the colon and rectum. There 
were 167 patients with mucoid adenocarcinoma and 
713 patients who had nonmucoid adenocarcinoma. 
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In comparing these two groups of patients, it wa 
found that there was no significant difference j 
symptoms or in incidence according to age and sex. 
The over-all five-year survival rate in the entire serie 
was 38.4 per cent. The five-year survival raic of the 
group with nonmucoid lesions was 39.1 per cent and 
for the group with mucoid lesions was 34.1 per cent, 
This would indicate that in this particular group of 
patients, a mucoid adenocarcinoma of the colon or 
rectum was not less malignant than the nonmucoid. 


(Surgery, 42:846, 1957.) 


Results of Partial Gastrectomy for Ulcer 


VukaRI AND KLOSSNER HAVE FOLLOWED 1,050 patients 
who had partial gastrectomy for chronic gastroduodenal 
ulcer during a ten-year period. The Billroth II oper. 
ation with an antecolic gastrojejunostomy was per- 
formed on most of the patients with removal of two- 
thirds of the stomach. There were 470 gastric ulcers 
and 580 duodenal ulcers in 898 men and in 152 
women. The operative mortality rate was 2.2 per cent, 
and thromboembolism was the most common cause 
of operative death. 

Almost all of the patients were followed one to three 
years after operation. Of these patients, 1.9 per cent 
developed recurrent ulceration, 69.6 per cent of the 
patients were symptom free, and 94.1 per cent had no 
change in their ability to work. Of the patients with 
postprandial symptoms, the most common were fatigue. 
palpitation with perspiration. Headache, regurgitation 
and a feeling of bodily warmth were less frequently 
noted. About two-thirds of the patients had no dietary 


restriction and 4 per cent were on a strict diet. (Acta. 


Chir. Scand., 113:260, 1957.) 


Measles and Distemper 


BOTH MEASLES AND CANINE DISTEMPER produce charac- 
teristic intracellular inclusion bodies, and both cause 
multinucleated giant cells. These pathologic similarities 
led Adams and Imagawa to investigate the immunologic 
relationships between these agents. 

Specific canine distemper antiserum, prepared from 
ferrets, neutralized measles virus. Similarly, distemper 
virus was neutralized by human measles convalescent 
sera. Ferrets immunized with measles virus showed 
some protection against infection with distemper— 
prolonged incubation periods, milder illnesses and 
survivals. 

These results point to a definite immunologic # 
well as pathologic relationship between canine dis 
temper and human measles. (Proc. Soc. Exper. Biol. © 
Med., 96:240, 1957.) 
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Precautions Against Infections 


(American Medical Association, Philadelphia, Dec. 6.) 
THE ANTIBIOTIC ERA has brought relaxation of steriliza- 
tion techniques and precautions in hospitals and oper- 
ating rooms. But strict controls must be reimposed, 
especially because of emergence of resistant strains of 
staphylococci. These agents now are reported as 
sources of infections in surgical wounds, in skin dis- 
orders of newborn infants, in breast abscesses of nurs- 
ing mothers and disorders in other patients.—Dr. H. 


Tavtor Caswett, Temple University Hospital. 


Menopause Preparation 


Dec. 4.) Pruysicians “should stress more psycho- 
logical preparation for the menopause.” Many women 
“wait until the menopause acts as a precipitating factor 
to make them seriously ill before they seek help along 
emotional lines.” Psychologic problems in menopause 
occur “especially in persons who have lived narrow 
lives of intolerance and prejudice and who have been 
worrisome, parsimonious, pedantic, sexually frigid and 
poor mixers socially. They have taken little from life 
and given little.’—Dr. Epwarp Weiss, Temple Uni- 
versity Medical School. 


Near Catastrophe 


(Ibid, Dec. 4.) PROLONGED UsE of cortisone, ACTH and 
any other synthetic hormones by a patient with normal 
adrenal glands will suppress the gland’s ability to react 
toany form of stress such as a severe illness or surgery. 
The patient therefore requires an additional amount of 
these drugs during a period of stress. A “near catas- 
trophe” may occur during or after surgery unless the 
anesthesiologist, surgeon and patient himself know he 
is taking a steroid.—Dr. Leroy W. KRUMPERMAN, 
Philadelphia. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal endorsement 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


Booster Shot 


(Ibid, Dec. 5.) IT sEEMS LOGICAL to predict that polio- 
myelitis will be reduced even more drastically in 1958 
if a fourth booster shot is given this spring to all per- 
sons who have received three or more injections, and 
provided properly spaced injections are given to all 
persons under 40.—Dnr. Lewis L. Corrett, University of 
Pennsylvania. 


Iron Deficiency 


(Ibid, Dec. 4.) IRON AND IRON ALONE is the therapy for 
anemia caused by iron deficiency. It should be admin- 
istered to adults only after a source of iron loss is 
found. If given earlier, it may mask early recognition of 
a serious disorder which is producing blood loss. Most 
patients can be treated successfully with oral ferrous 
sulfate-—Dr. Stuart C. Fincu, Yale University School 
of Medicine. 


Limitation of Steroids 


(Ibid, Dec. 4.) THE ANTI-INFLAMMATORY STEROIDS are 
being used in nearly all diseases resulting from hyper- 
sensitivity, particularly asthma, atopic dermatitis and 
chronic hives. Because of their side effects, the drugs 
should be used only for short-term acute situations 
from contact with a known allergen or for long-term 
illness where other measures have failed.—Dr. Mat- 
coum W. Murr, Philadelphia. 


Anxiety-Ridden 


(Ibid, Dec. 3.) Most YOUNG ADULTs consulting physi- 
cians are suffering from anxiety or one of its mani- 
festations. Symptomatic treatment alone is utterly 
futile. ‘Frequently the tension headache gives way to 
aspirin, and is followed by gastric symptoms. These 


t wa 
d sex, 
serie 
of the 
it and 
cent. | 
up 
on or 
1coid. 
tients 
denal 
oper: | 
per- 
‘two- 
ilcers 
| 152 | 
cent, | 
cause | 
three | 
cent 
f the | 
nber 2 


may yield to antispasmodics and ‘nervousness’ ensues.” 
Assistance is needed in resolving the conflict or con- 
flicts.—Dr. Paut J. Pornsarp, Jefferson Medical College. 


Scar Treatment 


(Ibid, Dec. 3.) Prrrep scars, especially of the face, can 
be treated successfully by cutting the fibrous strands 
beneath each scar and injecting Fibrin-Foam into the 
skin under the scar area. The scar bottom is raised to 
the level of the rest of the skin, the foam is slowly 
absorbed and replaced by normal tissue. Results have 
been lasting in patients 5 to 50 years old observed as 
long as three years.—Dr. ARTHUR S. SPANGLER, 
Boston. 


Psoriasis Clue 


(American Academy of Dermatology and Syphilology, 
Chicago, Dec. 10.) THREE AMINO ACIDs and sugars be- 
have abnormally in the affected skin of psoriasis pa- 
tients. These findings are so constant, the research 
team is able to diagnose psoriasis in the test-tube from 
bits of skin scales without ever seeing the patient. This 
clue is a first step toward rational treatment of the ail- 
ment.—Dr. Perer Fiescu, University of Pennsylvania 
School of Medicine. 


Deodorant Complication 


(Ibid, Dec. 9.) ANY DEODORANT which obstructs sweat 
glands in the armpits can lead to small, firm, elevated 
skin lesions in some persons. The irritation is chronic 
but the condition eventually clears up. The blockage 
causes sweat glands to burst and discharge into sur- 
rounding tissue, creating a reaction there.—Dr. 
Tuomas S. Saunpers, University of Oregon. 


Aspirin Action 


(American Association for the Advancement of Science, 
Indianapolis, Dec. 27.) ANIMAL sTUDIES with radio- 
active aspirin show it is changed in the body to form an 
active metabolite, gentisic acid. This metabolic prod- 
uct was found in the pituitary gland. Gentisic acid has 
the same actions of aspirin (analgesia and antipyresis), 
but possesses no side effects.—Dr. Ross E. CraBrree, 
Eli Lilly & Co., Joun B. Data and Joun E. Curistian, 
Purdue University School of Pharmacy. 


Proteins and Pregnancy 


(Ibid, Dec. 27.) A BLOOD CHEMISTRY PROFILE can provide 
clues whether a pregnant woman is receiving sufficient 
dietary protein. The Nutrition Board of the National 
Research Council recommends 85 grams daily. Among 
54 women tested, none achieved this level, and 14 were 
in an extremely low group. The tests determined total 
serum protein, serum albumin, pseudocholinesterase, 
amylase and alkaline phosphatase. With protein in- 
take lower than 40 grams daily, patients had low levels 
in three or more of these blood fractions and in the 
albumin-globulin ratio. Patients with adequate protein 
intake did not give low values in the chemical profile. 
—Drs. Sotomon C. Wercu, Georce T. Lewis and 
James H. Fercuson, University of Miami School of 
Medicine. 


Prenatal Influence 


(Ibid, Dec. 28.) PREGNANT RATS in whom anxiety was 
created usually had offspring which also displayed ab- 
normal behavior, as compared with controls. The 
effects were relatively permanent.—WiuaM R. THowe- 
SON, psychologist, Wesleyan University, Middletown, 


Reduction in Polio 


(U.S. Public Health Service announcement, Washington, 
Jan. 4.) THe vEAR 1957 brought 5,894 cases of polio- 
myelitis, by tentative figures, compared with 15,400 in 
1956 and 29,270 cases in 1955, the first year in which 
Salk polio vaccine came into general if somewhat lim- 
ited use. In the 1957 incidence, only 2,159 cases were 
paralytic, compared with 7,911 in 1956 and 13,850 the 
previous year. 


Rheumatoid Arthritis 


(Arthritis and Rheumatism Foundation, New York, Dec. 
6.) INTENSIVE INVESTIGATIONS are underway into the 
nature of the rheumatoid factor which is found in the 
blood of rheumatoid arthritis patients. Within the fore- 
seeable future, these studies may make it possible to 
determine the identification and actual structure of 
this substance, and through this to establish the actual 
cause of rheumatoid arthritis.—Dr. L. Ceci, 
foundation national medical director. 
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Appendiceal Abscess 

Q. A 19-year-old male was first seen approximately five 
days after perforation of his appendix. Approxi- 
mately one week later the patient developed rigidity 
of the right side of the abdomen with minimal tender- 
ness and fever. This melted away under strepto- 
mycin-pencillin therapy until there was very min- 
imal induration just medial to the superior iliac 
crest on the right. Traditional treatment indicates 
appendectomy to be performed after a reasonable 
period of time. Is there any basis in statistics or in 
experience to support the philosophy of no treatment 
unless symptoms suggesting appendicitis recur ? 


A. Every surgeon with experience will answer this 
question in the same way. Given an appendix, which 
has perforated and formed an abscess and is then 
treated by antibiotics to the point that the abscess has 
eventually subsided, the experience is overwhelming 
that the patient will again develop symptoms of acute 
difficulty in the lower right quadrant. Since this 
invariably takes place, and since the operation is per- 
formed much more easily and safely when the inflam- 
matory process is in a quiescent state, it is recom- 
mended that the inflammatory reaction should be 
allowed to subside for six weeks to two months and 
then the appendix should be removed. 


Booster Inoculation 


Q. What should I advise my patients in regard to inocu- 
lations and vaccinations, especially thinking of booster 
inoculations ? 


A. The implication of this question appears to be, 


“How shall I convince my patients of the importance 
of inoculations, etc. ?” 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


The patient could be approached in this manner: 
Prevention of a disease is cheaper than the treatment 
necessary to effect a cure. The ultimate aim of the 


medical profession is to practice preventive medicine 


exclusively. Therefore the most advanced form of 
medicine is inoculations and vaccinations for the pre- 
vention of disease. 

This is health insurance. Like most other forms of 
insurance, it ceases when premiums stop; a booster is 
another premium paid. 


Chemotherapy of Cancer 
Q. What drugs show promise in the treatment of cancer ? 


A. In general, several groups of drugs have shown 
promise in either experimental animal studies or 
therapeutic human trials as possible leads to future 
chemotherapy in the treatment of cancer. 

The first major group is the antimetabolites. Some 
examples of these agents which interfere with inter- 
mediary metabolism of neoplastic cells are: (1) ame- 
thoterin or methotrexate which finds its major useful- 
ness in the field of leukemia; (2) 6-mercaptopurine (a 
purine antagonist) also used primarily in the treat- 
ment of leukemias; (3) the chlorinated antifolic com- 
pounds which have demonstrated marked therapeutic 
effectiveness in animal leukemias; (4) a new group of 
pyrimidine antagonists (6-azouracil, 5-fluororacil) 
which have shown experimental promise and are cur- 
rently undergoing testing in humans. All of the agents 
mentioned in this group are under experimental inves- 
tigation in regard to the treatment of human solid 
tumors (cancers other than leukemia). At present, only 
methotrexate has demonstrated promise, particularly 
in the treatment of chorioepitheliomas. 

The second group of agents is the hormonal prepara- 
tions. The estrogenic and androgenic compounds have 
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already demonstrated effectiveness primarily in the 
palliative treatment of carcinoma of the breast and 
carcinoma of the prostate. A new series of halogenated 
progesterone compoundsare currently under investiga- 
tion in regard to their effectiveness in the treatment of 
carcinoma of the breast, carcinoma of the ovary and 
carcinoma of the cervix. Studies, however, are entirely 
in the preliminary stage. 

The third group of agents is ACTH and the adrenal 
steroids which have demonstrated palliative effect in the 
management of patients with carcinoma of the breast 
and, to some extent, other malignancies. 

The next major group of chemotherapeutic com- 
pounds which have demonstrated promise in the treat- 
ment of cancer are the alkalating agents. The outstand- 
ing example of this group is nitrogen mustard which 
has demonstrated therapeutic effectiveness in the man- 
agement of patients with lymphomas, various leukemias 
and, to some extent, bronchogenic carcinoma. Nitrogen 
mustard has also demonstrated effectiveness in the con- 
trol of serous effusions in patients with metastatic 
malignancies. Other agents in this group are tri- 
ethylenemelamine (TEM), thiotepa, chlorambucil and 
myleran. Chlerambucil (Leukeran) is currently availa- 
ble for the management of patients with lymphomas 
which have become refractory to nitrogen mustard and 
x-ray, or whose bone marrows have been depressed by 
previous administration of nitrogen mustard or x-ray. 
In addition it has demonstrated effectiveness in the 
management of chronic lymphatic leukemia. TEM and 
thiotepa have demonstrated effectiveness in patients 
with carcinoma of the breast and carcinoma of the 
ovary, and thiotepa has been effective in the control of 
serous effusion. New compounds in this series are 
continually under investigation in animal and human 
experimental studies. 

The last group of agents which show promise in 
the treatment of cancer is that known as general 
cell poisons. In this group are the colchicine derivatives. 
Urethane and demicolcin are probably the outstanding 
examples of this group. Urethane has demonstrated 
some therapeutic effectiveness in multiple myeloma, 
chronic leukemias and occasionally the lymphomas 
(reticulum cell sarcoma). Demicolcin has demonstrated 
therapeutic effectiveness in management of leukemias, 
particularly chronic myelocytic leukemia. 

These are but a few of the many agents currently 
under investigation. Most of these have demonstrated 
some preliminary clinical effectiveness. However, not 
all are currently available for the clinical management 
of patients. In general, thiotepa, nitrogen mustard, 
hormones and steroid compounds, in addition to the 
antifolics, are the main agents used in clinical cancer 
chemotherapy at the present time. 
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Drugs in the Doctor's Bag 


Q. Iam in the habit of leaving my medical ba. jn my 
car during the heat of summer and the j reezing 
winter. What effect does heat or freezing hav on the 
drugs in my bag, such as penicillin, 1):merol, 
Nembutal and nitroglycerin ? Have you an) sugges- 
tions regarding this problem ? 


A. The drugs mentioned in your inquiry are 1ot sub- 
ject to deterioration by exposure to the heat and cold 
that would be experienced in the doctor’s bay in his 
automobile, provided they are in the solid state or 
tablet form. Elevated temperatures will accelerate the 
deterioration of drugs in solution. Exposure, however, 
to cold will not be deleterious if the solution is not 
allowed to freeze. Freezing may cause a separation of 
the solid and the solvent, which may present difficulty 
in the redissolving of the solid material (solid in the 
solvent). 


Air Travel during Pregnancy 
Q. Would you kindly tell me what, if any, contraindica- 


tions there are to airplane travel for women during 
pregnancy? If there are contraindications, do they 
depend on the stage of pregnancy? What altitude 
would be permissible ? 


A. For those women who have no cardiac or pul- 
monary disease, there are no contraindications to com- 
mercial air travel (as opposed to any other mode of 
travel) at any stage of pregnancy. 


Acute Osteomyelitis 


Q. How is acute osteomyelitis diagnosed ? Is x-ray of any 
value in diagnosis of acute early osteomyelitis ? 


A. Acute osteomyelitis is diagnosed by the history of 
a rapid onset of pain which is usually located in one of 
the extremities near a major joint. Examination reveals 
edema and later, redness, tenderness and more definite 
localization of the pain. 

X-rays will not show any destruction of the bone or 
any changes in the bone during the first few days 
after the onset of acute osteomyelitis. Special x-ray 
films made to catch soft tissue detail will show 
some thickening of the soft tissue about the bone that 
is involved. After a period of seven to 12 days, the 
bone changes will include periosteal proliferation and 
spotty destruction of the bone in the region of the 
acute osteomyelitis. Rarely can bone changes be ob- 
served at an earlier date than this. 
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Special Features 


Why Pennsylvania Hospital Added General Practitioners 


to a Specialist-Dominated Staff 


H. ROBERT CATHCART 


This article, by the administrator of Pennsylvania 
Hospital, Philadelphia, sets forth an excellent example 
ofa reversal of the trend to increase limitations 

on general practitioners in the large, highly 
departmentalized teaching hospitals. The article was 
reprinted with permission from Hosprrats, 

Journal of the American Hospital Association, 31:70+, 
September 1, 1957. 


GENERAL PRACTITIONERS recently have been formally 
recognized by the Pennsylvania Hospital as an impor- 
tant group of physicians with special needs and unique 
objectives, whose integration into the hospital staff 
would be of mutual benefit. This awareness has re- 
sulted in the establishment of a new division at the 
hospital—the division of general practice. 
Traditionally, the conservative Pennsylvania Hospi- 
tal has been a specialist-dominated institution. It is 
fair to admit that it is still much more of a specialist 
hospital than a workshop for general practitioners. 
Not only has the clinical work of the hospital had a 
specialized approach, grouping patients on surgical, 
medical, obstetric and gynecologic bases, but even 
these categories have been rather narrowly divided. 
Thus, the general surgeon has played less and less of 
arole in the operating room because he has given way 


to the super specialist—the proctologist, the plastic 
surgeon, thoracic surgeon, oral surgeon and so on. 
Today, the surgical specialists are responsible for 
most of the surgery performed at the hospital. The 
same is true of medicine: the cardiologist, endocrinol- 
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ogist and dermatologist are doing an ever-increas- 
ing amount of the clinical work of the hospital. 


How Work-Plan Developed 


This specialization work-plan developed quite logi- 
cally as an outgrowth of an attempt to improve and 
maintain a high standard of patient care. Traces of 
the concern held by the medical staff and the board 
of the hospital about the quality of the medical care 
provided in the hospital, and the reasonableness of 
permitting any single physician to serve the health 
needs of all patients, can be found in the records dating 
from 1750 to 1760. This concern encouraged the early 
development of what we would now consider rudi- 
mentary specialization. Propelled by an early start 
and supported by a devoted and zealous medical staff, 
specialization prospered and rapidly gained an accept- 
ance which soon became traditional. Two hundred 
years after the founding of the hospital, specialization 
was the accepted—and only—means of rendering 
patient care. 

Sometime after World War II certain experiments 
in the Midwest with general practice programs came to 
the attention of Pennsylvania Hospital authorities. 
The obvious success of these efforts carried out co- 
operatively with the American Academy of General 
Practice to improve the general practitioner’s status, 
indicated that the generalist could make a valuable 
contribution to good patient care and deserved a place 
in a well-organized hospital. 
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Traditionally, conservative Pennsylvania Hospital in Philadelphia 
has been a specialist-dominated institution. However, after World 
War Il, certain Midwestern general practice programs came to the 
attention of Pennsylvania Hospital authorities. As a result, a general 
practice division was established and the new staff members are 
being guardedly accepted. 


The Pennsylvania Hospital, like many long-estab- 
lished organizations with deep-rooted customs, is con- 
cerned that it may be too tradition-bound and in- 
flexible, unable to modify fixed patterns to meet the 
demands of the rapidly changing society it serves. Be- 
cause of this, suggested changes in organization and 
procedures are neither resented nor discouraged. 


Building Acceptance 


The general practitioner has been well accepted by 
his professional colleagues, the attending medical staff 
of the hospital. The house physicians, who are embryo- 
specialists, did not greet the establishment of the 
general practice division with great enthusiasm. Since 
the house staff is inherently a highly independent and 
idealistic group, there is still some resentment toward 
the new general practice program. Careful interpreta- 
tion of the reasons for establishing the division, how- 
ever, has helped bring about a guarded acceptance of 
the new staff members. Many house staff members have 
now acknowledged that the presence of the general 
practitioner within the hospital is beneficial to the 
hospital and to the house staff educational program. 
An attitude of condescension toward the new staff 
members is sometimes evident, but measures that have 
been taken, coupled with routine turnover of house 
physicians, will in time correct this situation. 


144 


Patients of the general practitioner seem to endorse 
the new hospital policy with enthusiasm. They value 
the opportunity of having their family physician guide 
their medical care in consultation with other physi- 
cians. The new policy makes it unnecessary for the 
patient to become acquainted with and establish con- 
fidence in a new physician. 

The administrative organization and the board have 
found the new general practice endeavor worth while. 
The stimulation and development of the program has 
been much easier than expected, although its growth 
has been somewhat slower than was originally planned. 

With such an environment for trial and exploration, 
the executive committee of the medical staff (the pro- 
fessional governing body of the staff) and the board of 
the hospital explored the possibilities of bringing into 
the organization physicians who did not limit their 
practices to narrow objectives. It was ultimately agreed 
that general practitioners, as a group, had been dis- 
criminated against, and that an association of general 
practitioners with the hospital could be of mutual 
benefit. 

A general practitioner’s program seemed to include 
a means for the possible correction of a number of 
existing situations: 

1. Many general practitioners find it difficult to find 
staff positions in Philadelphia hospitals. They are 
forced to refer their patients requiring hospital care 
to other physicians who have limited their practice to 
a specialty. Patients often feel such referrals are un- 
satisfactory—even unnecessary—and frequently the 
general practitioner finds such patient disposition un- 
fair, and an effective way to “lose” his patients. 

2. Even when the referral of patients by a general 
practitioner to a specialist does not result in the 
general practitioner’s losing the patient, the patient’s 
needs sometimes suffer from the switch in guidance of 
the therapy program from a generalist to a specialist. 
The element of team approach to the therapeutic or 
diagnostic evaluation is lost simply because of some 
arbitrary staff rule which keeps the general practitioner 
off the patient’s team while he is in the hospital. 

3. Careful follow-through of the patient problem is 
made far more difficult because of this break in thera- 
peutic responsibility between the two physicians, one 
on the inside of the hospital and the other on the 
outside. 

4. Since the generalist, through lack of staff affilia- 
tion, cannot avail himself of the diagnostic and thera- 
peutic facilities of the hospital, both he and his patients 
are deprived of the advantages of such facilities. 

5. The educational opportunities of a modern 
teaching hospital are automatically denied the general 
practitioner because of his exclusion from its staff. 
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6, The advantage of having a full range of both for- 
mal and informal medical consultations for problem 
patients is denied the general practitioner and his 
patients. 

7. In many respects, Pennsylvania Hospital had 
actually lost contact with its immediate geographic 
vicinity, serving instead a widespread area. Bringing 
the nearby general practitioner into the hospital would 
help re-establish a strong local relationship. The pro- 
gram would make it possible for the hospital to serve 
more fully the total health needs of the community 
—those patients coming from a distance for plastic 
surgery as well as equally needy local patients requir- 
ing help for hemorrhoids or acute gastroenteritis. 


New Division Created 


Using recommendations of the American Academy of 
General Practice as a guide, the executive committee 
of the medical staff carefully studied means of inte- 
grating the general practitioner by creating a new 
division of general practice. 

Responsibilities of the new division are limited to 
administration and education. It is not a clinical serv- 
ice, and no patients can be admitted to the new divi- 
sion. It is thought that when and if desirable, the new 
division might be given responsibility for conducting 
an outpatient clinic. 

Since the new division does not have a separate 
clinical service, the members who are admitted to the 
hospital staff by virtue of their membership in it are 
granted, upon recommendation of the credential com- 
mittee of the medical staff, certain privileges in other 
clinical services limited in accordance with their in- 
dividual experience and training. In all services in 
which the general practitioner has privileges, he is 
subject to the general rules of that service and to the 
jurisdiction of the director of the clinical service in- 
volved. 

These by-law changes were approved by the board 
of managers on November 28, 1955. There have been 
no revolutionary changes in the hospital as a result 
of this action, but in the gradual growth of the division, 
the basis for a more evolutionary change has been 
created. 


Why Growth Was Slow 


The growth of the new division was slow because 
of the necessity to ensure such growth as being of high 
quality as well as quantity. (There are now, a year 
later, only 14 members of the general practice divi- 
sion.) It was recognized that because the new division 
was an experimental endeavor, it should be given a good 


GP February 1958 


opportunity for sound and steady growth until it could 
reach a position of traditional acceptance. 

Another explanation of the division’s slow growth 
is the complexity of this growth. Determining the 
bounds of each new member’s limitations and privileges 
is truly a time-consuming task. It was also necessary 
to determine the role each new general practitioner 
should play in the clinics of the hospital and what 
obligations, if any, he should have in the free patient 
service program of the hospital. Admission of a special- 
ist to the hospital staff is such a routine procedure that 
clinic assignments, ward patient care responsibilities 
and teaching obligations are fixed and almost auto- 
matic. With the general practitioner, however, this was 
not the case. It was necessary to develop new proce- 
dures and new working relationships, an uphill process 
that is still going on. 

Integration of the general practitioner into the divi- 
sion of medicine has been smooth. Integration into 
the division of obstetrics and gynecology has been 
tried on only two occasions and has not caused serious 
difficulties. Integration into the division of surgery, the 
actual awarding of even the most limited surgical 
privileges to a general practitioner, has not yet been 
achieved or requested. However, the granting of these 
privileges, if and when they are requested, may prove 
to be the most serious test of the hospital’s willingness 
to accept fully, in actuality as well as in theory, the 
general practitioner as a real generalist and not as a 
physician who is not quite a specialist because his 
interests are too broad or his training too shallow. 

Beginning a new clinical general practice program at 
the hospital was but half the total approach to a general 
practice program designed to help meet the needs of the 
general practitioner in the Philadelphia area. The 
other half of the general practice effort is an educational 
plan which has reached as far as 200 miles from the 
hospital, and has required far greater efforts and 
expenditures than the implementation of the new 
clinical division within the hospital. This educational 
endeavor has been financed by a grant from the John 
A. Hartford Foundation in New York. In many re- 
spects, the extramural educational program and the 
creation of a general practice division within the 
hospital are dependent upon one another, but in other 
respects they are totally independent. 

The total general practice program at Pennsylvania 
Hospital has been well worth the expended time and 
effort. It has benefited patients, broadened the educa- 
tional program of the hospital, and it has helped the 
institution to meet a community need which previously 
had been neglected. The Pennsylvania Hospital en- 
dorses similar efforts on the behalf of similar spe- 
cialists’ hospitals. 
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The origin and success 
of the Academy’s comprehensive program 

of disability insurance 
is explained in the following article 


by its administrator. 


EXPENSE 
INSURANCE 


Continental 
Casualty 
Company 
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AAGP Group Disability Plans... 
A PATTERN 
FOR MEDICAL ASSOCIATIONS 


A. W. BRECKENKAMP 


AFTER SIX YEARS, the Academy’s Disability Insurance 
Plans have been formed into a program not found in 
any other national medical association. Development 
of this program is, I believe, a history of events which 
holds special interest for every Academy member. 
Each individual plan that has been sponsored by the 
Academy was first considered and tested for its value 
as a proper membership service. Each plan has earned 
an excellent record. Much credit should be given the 
Academy’s Insurance Committees which assisted in 
designing and in the inauguration of the several plans. 


Offer Disability Plan 


Beginning in 1951, the AAGP Disability Income 
Plan was offered to Academy members. The Academy 
was the first national group to undertake this kind of 
insurance. The plan was approached conservatively 


and with great caution. The administrative office from 


the beginning was conscious of an enormous responsi- 
bility to the Academy. A radical departure from ordi- 
nary procedure was initiated when the administrative 
office set up its own claim department to obviate the 
long delays and the red tape formerly associated with 
the payment of disability benefits. Academy members 
have found this department both fast and efficient. No 
other national medical plan is similarly administered. 


Maintains Fine Record 
The Disability Income Plan has prospered and 


enjoyed a consistent growth. While premiums have not 
changed, valuable experience-rating credits have been 
earned. While most other large medical groups have 
had to adjust benefits to advanced age groups, the 
Academy’s loss ratio has remained well within bounds 
of statutory requirements and was especially good 
through the past year. The disability insurance plan is 
generally thought of as one of the soundest and most 
stable in the country. 
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for Catastrophes 


After the Disability Income Plan was well estab- 
jlished, it seemed logical to me and to the Committee 


Jon Insurance that the plan should be supplemented to 


include coverage against the catastrophic losses which 
may occur within a doctor’s family when long hospital 
and nursing care is necessary. This kind of coverage 
had only just been “imagined” within the insurance 


industry. Sixteen major American companies were 


interviewed before one (happily, an old and honored 
company) was willing to cooperate in designing a 
special certificate to cover Academy members’ families. 
The result was the AAGP Family Plan for Catastrophic 
Hospital and Nurse Expense. Probably no member of 
the Academy is unaware that this splendid plan has 
signally distinguished itself within recent years. Thou- 
sands of dollars in benefits have gone to members who 
suffered long disablement or who had members of their 
families similarly afflicted. The Academy’s Family Plan 
is fittingly the fastest growing plan within the Acad- 
demy program. Other medical groups are now becom- 
ing aware of the great value of this service. 

I sincerely hope that the Academy members share 
my pride in the coverage designed for the Family Plan. 
It has undoubtedly been remarked that no other plan 
goes as far as the Family Plan with such a minimum of 
exceptions. Whereas most other plans I am acquainted 
with pay only 75 per cent of incurred hospital and 
nurse expense, the Academy’s plan pays all the ex- 
penses. Whereas most other plans pay for nurses’ fees 
during hospitalization only, the Academy’s Family 
Plan pays for these fees whether incurred in or out of 
ahospital. This, above a deductible sum of only $300. 
Whereas most other plans make exceptions to such 
hazards as nervous and mental disorders, the Family 
Plan makes no exceptions whatever, covering even the 
dread diseases which some companies see fit to insure 
under separate certificates. Altogether, the Family 
Plan offers most unusual protection. 


Create Practice Overhead Plan 


As the newest of the Academy’s group insurance 
plans, the AAGP Practice Overhead Plan holds prom- 
ise also of performing a splendid service. Under this 
plan, we attack one of the greatest worries which assail 
the disabled physician—the maintenance of his office 
while he is sick. This has been a serious worry, because 
monthly office expenses are extremely high. Discon- 
certingly, the physician has been obliged to use the 
benefits from his usual time-loss insurance to cover his 
office expenses, rather than to use them to take the 


place of his normal income and to pay household bills 


GP February 1958 


and regular expenses which ordinarily come out of 
earnings. It is my sincere feeling that the Practice 
Overhead Plan can perform a service of great value to 
Academy members. 

Again, this coverage was originated and designed 
expressly for the Academy. Since inauguration of this 
plan, premium rates quoted other associations have 
gone sharply upward. The Academy’s Overhead Plan 
stands as the best insurance buy in the market, and 
no other medical association has as yet been able to 
develop a similar plan. It is my personal hope that 
Academy members will view the Practice Overhead 
Plan as logical, necessary and businesslike. This was 
the view of the Committee on Insurance when the plan 
was initiated. Benefits under the plan run extremely 
high, up to $1,000 per month, and premiums apply- 
ing to the coverage are deductible for tax purposes 
as a business expense. This lends further logic to 
the plan. 

With inauguration of the Practice Overhead Plan, 
the Academy has now perfected a very complete group 
insurance program. When the three plans are com- 
bined as a program, most extraordinary results can be 
demonstrated. To illustrate, if a member were to suffer 
the misfortune of a disability involving hospital and 
nursing care for as long as six months, the following 
results are possible: 


Cost Benefits 
(6 mos.) (6 mos.) 
Disability Income Plan 
($100 per week, doubled during 
10 weeks’ hospitalization) $112.50 $ 3,600.00 
Family Catastrophe Plan 
(Hospital and Nursing Care; Up to 
member, wife and children) $ 30.00 $10,000.00 
Practice Overhead Plan 
($1,000 -er month) $ 90.00 $ 6,000.00 


Table 1. 


This example shows that the Committee on Insur- 
ance planned well and that the AAGP group plans are 
indeed a membership service of incomparable value. 

The administrative office will be happy to respond 
to any special inquiries concerning the Academy’s 
program, if letters are addressed to AAGP Group 
Plans, Inc., 3615 Olive Street, St. Louis 8, Missouri. 
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Monument to Gullibility 


LOIS LAMME 


In Boutper, Monrt., a story is retold 100 times a day. 
In June, 1951, a Los Angeles miner and his wife in- 
spected a mine 36 miles north of Butte. The woman 
was afflicted with arthritis. But the next morning she 
claimed to be completely free from pain caused by 
bursitis of the shoulder. She raised her arm without 
difficulty. 

Before the end of that summer, hundreds of sufferers 
heard the story and journeyed to the mine. There are 
reports that after a series of mine stays some threw 
away their crutches, canes and wheel chairs. Others 
report no cure but a noticeable alleviation of physical 
agony. Those who can afford it return for a week or two 
each year. 

Montana’s “magic mine” is also its newest industry. 
The mines near Butte have brought thousands of per- 
sons and hundreds of thousands of dollars to the state 
in the past five years. The mines offer not uranium but 
“radon gas therapy.” Gnarled visitors sit on a bench at 
the 85-foot level one or two hours a day for a few days 
or weeks. They report improvement of their sinus con- 
ditions, rheumatoid arthritis or multiple sclerosis. 

What doctors believe is of little concern to the afflic- 
ted who jam into the little town of 1,200. A man from 
Wisconsin said, “All of us have been going to doctors 
for years. Some of us have had our life savings almost 
wiped out by medical bills. I’ve got crippling arthritis; 
it’s cost me more than $1,000 a year. 

**I’m worse off now than when I started seeing doc- 
tors. That’s how most of us feel. I heard about this 
place from a farmer over in the next county; he came 
last summer and says he’s been feeling better. 

**So the missus and me started out and she drove all 
the way. We figured, what did we have to lose? I 
wasn’t getting any better. It didn’t cost too much to 
come and the visits are pretty cheap.” 

Some of the “patients” will tolerate no criticism of 
radon gas. In it lie all their remaining hopes. A Vir- 
ginia farmer explained, “‘This is the last stop. It’s this 
or a hitch on the hearse.” 

A July, 1952 magazine article described the situation 
as follows: ‘Suffering man’s infinite capacity for self- 
deception was demonstrated last week, with radioac- 
tive trimmings appropriate to the atomic age, in the 
little Montana mining towns of Boulder (pop. 1,017) 
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and Basin (pop. 250). From far and near cine hun 


dreds of bent, gnarled and crippled men ani women} 


mostly victims of some variety of arthritis, all ;,athetic. 


ally seeking a magical cure. Many thought they were 
benefited. Undoubtedly benefited were the owners of 
two abandoned silver mines, hotel and mote! keepers, 
beanery proprietors and taxi drivers. Boulder and 
Basin had not seen the like since the bonanza days 9 
the 1890s.” 

The uranium idea caught on. Some promoters de- 
cided that it would be simpler to sack the ore in cloth 
bagsand ship it toarthritis sufferers. The AMA Bureauof 
Investigation reports that a bag of this “radioactive 
mineral” was less radioactive than a luminous watch 
dial. 

Variations of the simple cloth bagful of ore soon 
began to appear, in the form of pillows and metallic 
boxes which were alleged to contain in their linings 
the therapeutic source found only in Montana. 

‘Uranium ore” mines sprang up in Colorado, Ari- 
zona and California. One mine owner purchased a few 
army cots, filled mattresses with the “ore” and pro- 
posed to set up business in Seattle, Wash. 

This situation represents another case of quackery 
which is hard to regulate under existing laws. The 
Food and Drug Administration was able to take effec- 
tive action only after interstate commerce was involved. 
The FDA in 1952 announced seizures of five-pound 
bags of “radioactive mineral” selling at $10 per sack. 
These shipments were accompanied by leaflets en- 
titled “Now! You May Test the Healing Effects of the 
Gamma Rays of Uranium Ore in Your Own Home.” 
But Geiger counter tests revealed that the ore emitted 
fewer gamma rays than the luminous dial of an ordin- 
ary wristwatch. 

The radioactivity was too low to constitute a health 
hazard, and the government’s charges were based en- 
tirely on false and misleading advertising. Of course, 
any product which emits enough radioactivity to affect 
the functions of the body is dangerous to use without 
medical supervision. According to FDA regulations, it 
must be labeled, “Caution: Federal Law Prohibits Dis- 
pensing Without Prescription.” 

Since federal regulation of medical quackery is so 
limited in scope and since the states are either unable 
or unwilling to adequately protect the public, the AMA 
Bureau of Investigation has been forced to conclude 
that the suffering public loves to be fooled—that until 
scientific medicine is able to provide an effective means 
whereby the pain and disabling effects of arthritis and 
rheumatism can be simply and effectively controlled, 
the victims’ pocketbooks will suffer. There is an ap- 


MA 


parent need, too, for more effective laws to curb and 
regulate all forms of medical quackery. 
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This valuable report comes from Marvin H. Olson, 
M.D., Wittenberg, Wis., a member of the AAGP 

Special Committee to Investigate the Feasibility 

ofan International Academy of General Practice. 

Dr. Olson recently completed a globe-encircling tour 

of medical organizations, clinics, hospitals and meetings 
in various countries of the free world in Asia 

and Europe. He is also national chairman of individual 
membership for the United States Committee 

of the World Medical Association. 


A General Practitioner's Travelog 


MARVIN H. OLSON, M.D. 


Tue Boarp oF Directors of the American Academy 
of General Practice in the fall of 1956 appointed a Spe- 
cial Committee to Investigate the Feasibility of an In- 
ternational Academy of General Practice. Dr. William 
B. Hildebrand, a former president of the Academy, 
was named chairman of the committee. Originally ap- 
pointed to assist him were two other past presidents, 
Dr. U. R. Bryner and Dr. Paul A. Davis. In June, 1957, 
Iwas asked to serve as the fourth member of the group 
to which had been assigned this interesting task. 

Preliminary correspondence with representative 
members of general practice groups throughout the 
world was started early in 1957. On behalf of our com- 
mittee, the letters state that “while differences existin the 
respective countries by the very nature of dissimilari- 
ties in the conditions of practice and in the historical 
and political backgrounds from whence the roots of 
present day practice spring, nonetheless the prin- 
ciples and ideals of the family physician as embodied 
in general practice are, surely, a part of the universality 
of our civilization. Hence, it would seem desirable for 
us to establish an agency for the exchange of informa- 
tion among the various groups in the respective coun- 
tries engaged in this work.” 

The letters further state: “You are familiar, I am 
sure, with the World Medical Association and the 
splendid job it is doing. You perhaps know that the 
World Medical Association at some of its recent annual 
meetings has focused attention upon the problems of 
general practice. It is not the suggestion of our com- 
mittee that any move be made to supplant the World 
Medical Association or detract from its very effective 
program. It does appear, however, that a formal organ- 
wation for general practice alone should be created.” 
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Receive Enthusiastic Replies 


The various societies were asked to comment and to 
name members to an international committee. Favor- 
able and enthusiastic replies were received from gen- 
eral practitioners in the following countries: New 
Zealand, Australia, West Germany, South Africa, 
Liechtenstein, the Netherlands, France, Ireland, Israel, 
England and Canada. 

The following reply came from Ireland: “I think 
your proposal is an excellent one and shall be keenly 
interested in its future development.” From the 
Queensland Faculty of the Australian College: “The 
Faculty is completely in accordance with the aims and 
objects of the proposed International Committee for 
General Practice.” 

Members of the American Academy’s Special Com- 
mittee believed that personal contact, whenever and 
wherever possible, would greatly enhance this investi- 
gation. Members of the American Academy traveling 
outside the United States were asked to help contact 
physicians in other countries. Since I was going to 
Turkey to attend the eleventh General Assembly of the 
World Medical Association, I was able to extend my 
trip and, as a member of this committee, further ex- 
plore the possibilities of, and the need for, an Inter- 
national Academy of General Practice. 


Visit Italy First 
The first stop was Merano, Italy, a beautiful Euro- 


pean spa with a Mediterranean climate, nestled in a 
sheltered valley in the Italian Alps. This was the loca- 
tion of the International Congress of Applied Medicine 
in August, 1957. I was asked to give one of the opening 
addresses at this meeting and chose for my topic— 


Merano, Italy, was the first stop on Dr. Olson's globe-encircling tour. 
Representatives from the various countries (above) participated in 
opening ceremonies of the International Congress of Applied Medi- 
cine. Dr. Olson is seated at the far right. 
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Members of the Indian Medical Association greeted the tour group at 
the Bombay International Airport. Dr. Olson is in the foreground at 
the far left. 


“Global Medicine—A Dynamic Approach to World 
Peace.” 

This congress was originally started as part of the 
“Fortbildung” or postgraduate training program of 
the West German Bundesarztekammer and was under 
the direction of Professor Dr. Schretzenmayr of Augs- 
burg. This meeting attracted more than 1,400 physi- 
cians from Italy, Austria, Switzerland, France, Hol- 
land, Germany and the United States. The general 
theme of the congress was ‘Recent Changes in Medi- 
cine and Therapy.” 

The two-week meeting consisted of lectures, sym- 
posia, colloquia, round-table discussions, scientific 
films and demonstrations, and opportunities to ob- 
serve and take part in surgical procedures in Merano 
hospitals. One timely round-table discussion in which 
I was a participant was entitled ‘“The Effect of Auto- 
mation on Medicine.” 

The lectures on one day were followed by informal 
question and answer periods on the next day. In this 
way the doctors in the audience could consider the 
material presented and return the following day to 
“quiz the professors.” 


‘Ordre of Doctors’ Sets Fees 


There are more than 60,000 doctors in Italy and 
more than 45,000 general practitioners. Nearly every- 
one in the country is covered by social insurance, and 
the doctors are paid on an annual capitation basis. 
Fees for the uninsured are set by the “ordre of doc- 
tors.” 


150 


In Italy, the physicians have a retirement plan which 
is financed by themselves and the governme:t. Al- 
though their retirement age is 70 years, they may con- 
tinue to practice if they wish. 

In addition to attending and taking part in tic con- 
gress, I had the opportunity to discuss the idea of an 
International Academy of General Practice wit): doc- 
tors from the various countries. The suggestion was 
enthusiastically approved. One important conclusion 
drawn from discussions with many different doctors 
was the great need for improving the status of the 
general practitioner, particularly in Europe. 

Postgraduate education was considered perhaps the 
most important single factor which would ultimately 
accomplish this aim. It was suggested that one of the 
functions of an International Academy of General 
Practice could be establishment of an education com- 
mittee to evaluate various national and international 
medical meetings and to devise an acceptable system 
of accreditation for attendance and participation in 
such meetings. 

The European part of my trip also included part of 
West Germany. Discussions and conferences were held 
with officials of the Bundesarztekammer and general 
practitioners from Cologne, Hamburg, Bad Nauheim, 
Munich, Augsburg and other areas. 


Doctors Supervise Insurance 


There are more than 50 million people in West Ger- 
many with more than 70,000 doctors. Of these, about 
27,000 are general practitioners. The doctors are paid 
by capitation and fee for service. They are paid month- 
ly by a panel of physicians who operate the insurance 
system for the government. There are about 29,000 
not covered by the plan, as it now provides for about 
one doctor for every 600 people. This ratio is being 
improved to bring more doctors into the plan. 

There is no organization of general practitioners in 
Germany comparable to the Academy. There are, how- 
ever, as in other countries, many scattered, small 
groups. In the past, such organizations have been op- 
posed partially because it was feared they might cause 
disunity of the medical profession in times when a 
united front was paramount. 

The officials of the Bundesarztekammer agreed not 
to oppose formation of a German Academy of General 
Practice, as a first step toward participation in an In- 
ternational Academy, provided the Academy would 
not cause disunity of the profession and would support 
the World Medical Association. The belief was that it 
should support the national medical association and 
the World Medical Association much the same as the 
American Academy supports the AMA and the WMA. 
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The Council of the Bundesarztekammer met in Sep- 
tember in Saarbrucken and started plans to organize 
the separate groups of general practitioners into a 
German Academy of General Practice. Subsequently, 
representatives will be named to serve on an interna- 
tional committee. 


Find Closed Hospital Staffs 


One of the problems of doctors in many European 
countries is the closed hospital staff. This was a con- 
cern of general practitioners and specialty groups 
alike. The hope was expressed by some that an Inter- 
national Academy of General Practice might help solve 
this problem. 

The next leg of the trip, accomplished by means of a 
trusty “Opal” which was short on comfort but long on 
economy, terminated in Vaduz, Liechtenstein, at the 
home and office of Dr. Herman Walser. 

The principality of Liechtenstein has a population 
of 14,000. There are 15 physicians with three special- 
ists and 12 general practitioners. Even this small coun- 
try has not escaped a form of socialized medicine. The 
physicians are remunerated on a fee for service basis 
by the national insurance fund. The relationship be- 
tween the doctors and the insurance system has gen- 
erally been good but the doctors have to keep well in- 
formed on political conditions and keep fighting to 
prevent further inroads on their freedom. The few 
complaints that occur are handled by the ‘“Ehern- 
gericht des Arzteverein” whose members are elected 
by the medical society. 

A great deal of time was spent with Dr. Walser and 
his wife who is also a physician. Dr. Walser has served 
as official representative for his medical society and 
for his country in national and international medical 
affairs for several years. He has served as Liechten- 
stein’s delegate to the World Medical Association and 
isa medical diplomat and scholar. 


Expresses Urgent Need 


Dr. Walser was quite interested in an International 
Academy of General Practice, expressed urgent need 
for such an organization and advised that no time be 
lost in starting the group. He has consented to serve 
on an international committee. He also stressed the 
need for elevating the position of the general prac- 
titioner through postgraduate education. He discussed 
in some detail the various congresses and courses 
available in Europe and how these could be evaluated. 
He is particularly well acquainted with this aspect of 
medical education, since there are no medical schools 
in Liechtenstein and the doctors must go to Austria, 
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Switzerland or some other country for refresher courses. 

While in Liechtenstein we were received by the 
prime minister and had the opportunity to discuss 
some international medical issues as they affect that 
principality. The new international medical insignia 
proposed by the World Medical Association for use of 
the medical profession in peace and war has been ap- 
proved by the Liechtenstein medical society and that 
government will probably be one of the first to approve 
its adoption. 


Enjoy Resort Town 


En route from Vaduz to Geneva, a stop was made at 
Davos, one of the finest ski resort towns in the Swiss 
Alps. The town has many fine hotels including the 
Belvedere which boasts 200 rooms. It has been chosen 
as the site of the spring session of the International 
Congress of Applied Medicine, and in April, 1958, the 
town will be host to the Third Congress of the Inter- 
national Association for Ski Traumatology and Winter 
Sports Medicine. 

International congresses of surgeons and physicians 
concerned with skiing accidents were previously held - 
in 1954 in France and in 1956 in Italy. In discussing 
the congress to be held next April with the director, 
Dr. F. Jakob, I learned that 25 United States doctors - 
participated in the last session and some will present : 
papers at the next meeting. 

While in Geneva I interviewed members of the Swiss 
medical society, including Dr. Jean Mastre, liaison of- 
ficer for the World Medical Association, and discussed 
the organization of general practice in Switzerland. 


These doctors are members of the Council of the World Medical Asso- 
ciation attending the Eleventh General Assembly. From left to right, 
they are Dr. E. S. Hamilton, Kankakee, Ill.; Dr. Gunnar Gundersen, 
LaCrosse, Wis.; Dr. Rolf Schloegell, Cologne, Germany and Dr. C. C. 
Sen, New Delhi, India. ¥ 
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Group Formed Recently 


The medical profession of Switzerland includes 
about 5,000 doctors, 3,000 of whom are general prac- 
titioners. The total population is approximately five 
million. The doctors are organized into independent 
societies by cantons. Recently there has been formed 
in Canton Vaud (Waadt) an organization of general 
practice under the leadership of Dr. Robert of Neu- 
chatel. It is possible that this group may name a rep- 
resentative to an international committee. 

The Swiss doctors have a retirement system which 
they have financed themselves and which was’ estab- 
lished by their medical association. They are also cov- 
ered by the Swiss Federal Old Age Insurance. Since 
the doctors are organized into independent societies 
by cantons, the fee schedule is also set up in this fash- 
ion. It is based on fee for service and is paid primarily 
from insurance funds. The profession remains on the 
alert to prevent further encroachment, especially on a 
federal basis. 

The doctors have also set up in each canton a com- 
mission to take care of complaints by patients. The 
“Conseil de Famille” can appeal to the Arbitration 
Council of the Swiss Medical Federation which is inde- 
pendent of the federal government. 


France Has Several Organizations 


France, like some other countries, apparently has 
several organizations of doctors including general prac- 
titioners. The Congress of the Syndicat National des 
Medecins Omnipraticiens was held in Vichy in Sep- 
tember. The meeting was opened by the president, 


Dr. Louis Baver, secretary-general of the World Medical Association 
addresses the Eleventh General Assembly at Istanbul, Turkey. 
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Docteur G. Valingot. The secretary-genera! 5 Dr. 
Georges Mouthon who is also secretary of the Comité 
European de Liaison des Omnipraticiens. The French 
Congress was attended by an estimated 200 (out of 
28,000) and obviously does not represent all :eneral 
practitioners at this time. 

The congress was entirely devoted to a discussion 
of socio-economic problems. Some articles seemed to 
favor more extension of social security measures. In 
discussing these reforms one paper stated that “A so- 
cial security program should embrace everyone and 
not be limited to salaried employees.” Some of the 
French doctors in attendance looked rather askance at 
such statements and the question naturally arises 
whether or not the opinions of this group accurately 
reflect those of French general practitioners as a whole. 

There are about 28,000 general practitioners in 
France out of about 40,000 doctors for a total popula- 
tion of 46 million. The French medical profession has 
been in a critical struggle with the government during 
the past two years in an effort to prevent further ex- 
tension of government control. The French doctors 
have their own retirement system, financed by the doc- 
tors alone, and the doctor must cease practicing to ob- 
tain benefits. 

One of the interesting problems was the apparently 
excessive number of doctors. Some members of the 
French medical society are at present trying to have 
medical schools restrict admissions and prolong hos- 
pital training in order to help remedy this situation. 


Austrians Becoming Interested 


The next discussions were held in Vienna. While 
there I conferred with Dr. Walter Urbarz, secretary of 
the Vienna and Austrian Medical Societies, as well as 
Dr. Franz Brenner, a member of the Council of the 
Austrian Medical Society (Osterreichische Arztekam- 
mer), and Dr. Gottlob, a general practitioner in Vien- 
na. Dr. Brenner is also a general practitioner and rep- 
resents that group on the Council. 

Although there is no formally organized academy 
of general practice in Austria, the Austrians are be- 
ginning to become more interested in the general prac- 
titioner. Drs. Brenner and Gottlob were quite interest- 
ed in an international group and probably would agree 
to represent their group until they are better organ- 
ized. 

A visit beyond Rust in “Borgenland” to the Hun- 
garian frontier was included in our trip to Austria. 
Here the empty customs house, electric fences, the 
armed towers and mined ‘‘No-Man’s Land” were stark 
reminders of the recent flight for freedom of our heroic 
Hungarian colleagues. 
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According to one estimate, there are about 300 
Hungarian refugee doctors still in Austria. I had the 
opportunity to interview one of the doctors who is still 
waiting to come to the United States. 


Hungarians Deeply Grateful 


The Hungarian doctors in Vienna live mainly in the 
refugee housing areas and are supported to a great 
extent by the Austrian government. There are many 
who have received scholarships (such as Rockefeller 
scholarships) and other kinds of aid including that 
sent by the American Medical Association, the World 
Medical Association and others. The help extended 
by the latter organizations was greatly appreciated and 
was very fairly and carefully distributed through the 
American Medical Society of Vienna. Most of this 
work was done by Frau Engel, the “angel” of the 
American Medical Society of Vienna, well-known to 
hundreds of doctors in the United States and other 
countries. As a life member of the American Medical 
Society of Vienna, I was pleased to find how well the 
society handled the small amount of aid which we were 
able to give the Hungarian colleagues. 

One of my pleasant duties in Vienna was to help 
Frau Engel go over the society’s records and select the 
names of prominent American physicians registered 
there, for an author who is writing a book about famous 
American doctors who have had part of their training 
in Vienna. The list was impressive and included many 
well-known physicians, in various specialties and gen- 
eral practice, many of whom are still practicing in this 
and other countries. 

The seven-week study in central and southern 
Europe came to an end with the flight to Istanbul, 
Turkey, on September 24 to attend the Eleventh Gen- 
eral Assembly of the World Medical Association. 
During the course of the assembly I held informal 
discussions with representatives from various coun- 
tries. The general consensus was that an International 
Academy of General Practice is desirable; and it was 
recommended that correspondence be continued with 
the objective of having an international committee 
meeting in Copenhagen in 1958. The idea was again 
emphasized that such an international group should 
include in its aims the improvement of the position 
and standards of the general practitioners throughout 
the world, particularly through postgraduate educa- 
tion. We were fortunate to have Dr. Elmer C. Texter, 
Detroit, Mich., the second president of the American 
Academy of General Practice, participate in the 
discussions. 

After the meeting in Istanbul, I accompanied other 
members of the World Medical Association on visits 
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to medical societies and installations in India, Thai- 
land, Hongkong and Japan. 


India Poorly Organized 


In India, discussions were held with doctors in 
Bombay, New Delhi, Benares and Calcutta. Although 
these physicians are not well organized into general 
practice groups, contact should be maintained with 
the Asian societies. 

India, with its teeming millions (1951 census, 
356,897,394) and marked extremes in economic and 


educational conditions, presented one of the most 


fascinating and challenging experiences of the trip. 

We were met at the Bombay airport by a delegation 
from the Indian Medical Society headed by Dr. D. S. 
Thakar, president. It is estimated that there are about 
70,000 qualified doctors in India. About 70 per cent 
of these are in private practice and about 15 per cent 
in full-time government service. There are 45 medical 
colleges and about 4,000 students enrolled every year. 
It was surprising to learn that about 50 to 60 per cent 
of the students are women. One reason for this is that 
in some areas women patients are prevented from go- 
ing to male physicians because of certain beliefs. Some 
women physicians said the entrance examinations are 
very democratic and that those getting the best grades 
were admitted to medical schools. The men, on the 
other hand, believed that many of the women go to 
medical school to increase their “eligibility for a good 
marriage” and frankly characterized it as a “great na- 
tional waste” because so many of them marry and quit 
practicing. To this attitude, the women countered 
that many of them do marry to raise a family, as every 
woman is expected to have at least two or three chil- 
dren and that after raising a family they resume 
practice. 


Bombay Excels in Medicine 


While in Bombay, Drs. M. K. and R. K. Menda 
arranged visits to some of the hospitals and medical 
schools. The schools, though too few in number, were 
well staffed and in many cases well equipped. There 
was a great abundance of clinical material for the stu- 
dents. The hospitals, though overcrowded and under- 
staffed, were impressive because of the high caliber of 
medicine being practiced. 

A visit to the Haffkine Institute was one of the high- 
lights of our stop in Bombay. This institute of the © 
Government of Bombay is the biggest research insti- 
tution of its kind in southeast Asia. Originally started 
by the government of India under the directorship of 
Dr. Waldemar Haffkine, it has grown from a small 
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institute into one of large dimensions. It was started 
in the former residence of the governors of Bombay 
who had abandoned it during a plague epidemic. This 
residence was built as a Jesuit monastery in 1673 at the 
site of a Hindu temple. It was annexed by the gover- 
nors in 1719. 

At first only plague and cholera vaccines were pre- 
pared in the Institute. With the growing importance 
of bacteriologic work in the diagnosis and treatment of 
tropical diseases, many new departments were added. 
A great impetus was given to its activities by World 
War II. At present it has the following departments: 
vaccines, antitoxins and sera, pharmacology, bio- 
chemistry, viruses, chemotherapy (including rabies), 
entomology, clinical pathology, blood bank section, 
media section and yellow fever section. 

One of the interesting demonstrations was collecting 
snake venom. The procedure was to hold the snake 
behind the head and to force the exposed fangs 
through a membrane covering a beaker. 


Enjoy Native Foods 


Before leaving Bombay we were tendered a very fine 
reception by the Indian Medical Society, featuring 
local special foods. The members were quite pleased 
when I thanked them in their native “Hindi” which 
was memorized with great difficulty. 

Later on, while touring the rural areas of India, we 
found an almost complete absence of medical facilities. 
Economic difficulties were emphasized by the lack of 
roads, electricity, buildings and education. In many 
areas the medical needs are in the hands of healing 
cults and primitive tribal ‘medical men.” In some 
areas we were told that shock is treated by intravenous 
injection of coconut water in the absence of blood or 
plasma. It is taken from the green coconut and in- 
jected without sterilization. It is said to be sterile as 
it comes from the coconut. 

Some excitement was provided on the flight from 
Bombay to New Delhi when one of the plane’s engines 
*conked out” about one hour out of Bombay. The 
pilot announced that “due to slight mechanical diffi- 
culty” we were returning to Bombay. He decided 
against jettison of the excess gasoline, and we circled 
the Bombay airport for two hours to use it up and 
avoid explosion or fire in case of ditching or crash 
landing. However, with expert piloting and many 
prayers, we landed uneventfully. Immediately after 
we deplaned, one of the passengers exclaimed, “My, 
this looks just like Bombay.” We then discovered that 
she had turned off her hearing aid and had slept 
through the whole experience, blissfully unaware that 
the plane was in any difficulty whatsoever! I am sure 
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which released the tension gripping the entire group 
as they waited for the next plane. 


In New Delhi we were again greeted by oflicials of }; 


the Indian Medical Association, this time headed by 
Dr. A. P. Mittra, general secretary and delegate to the 
World Medical Association. We had the opportunity 
to meet many of the New Delhi doctors at a reception at 
the Imperial Hotel and also on visits to the hospitals, 


Strikes Responsive Chord 


A day was spent visiting the large (2,000 bed) Irwin 
Hospital where we were graciously received by the 
superintendent, Dr. Mehra. The visit included inspec- 


tion of the excellent surgery department which is in 


operation 24 hours a day. Although Dr. Mehra de- 
cried the shortage of adequate medical facilities, I was 
particularly impressed by his philosophy of medicine 
when he said that in his opinion the three prime 
requisites of a good doctor were skillful hands, a keen 
mind and a sympathetic heart. These, he felt, were the 
core of a good medical practice. 

We also visited the Lady Harding Women’s Medical 
College where there are 60 students in each class. The 
college is expanding its facilities, and we were im- 
pressed by some of the new modern equipment. 

While in Benares we spent one day meeting and 
talking with members of the Benares Medical Society. 
In that area, we were impressed by the extensive con- 
tagious disease problem, particularly tuberculosis. 
One general practitioner sees an average of 15 new 
tuberculosis cases daily. Conditions in this area also 
demonstrated the great problems connected with 
combatting old customs and superstitions aggravated 
by lack of education. There is a strong religious belief 
that the water of Holy River Ganges will cleanse all 
things which are sinful or evil. Smallpox is, of course, 
a very evil and dread disease. Consequently, when an 
adult dies of smallpox, instead of cremating the body 
on the burning ghat as is ordinarily done, it is placed 
in the River Ganges. Since Benares is the central point 
for many pilgrims who come to wash away their sins 
in the Holy River, such customs greatly complicate 
the control of contagious disease. 


Discuss Medical Public Relations 


The Indian Medical Association publishes two lay 
health journals, and I had the opportunity to discuss 
the problems of medical public relations with the 
editor who lives in Benares. The journals are Your 
Health published in English, and Apka Swasthya pub- 
lished in Hindi. The editor, who also produces a radio 
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ogram, was eager to hear about our experiences in 
ilevision in the field of medical public relations. 

An opportunity to-observe primitive Indian civiliza- 
ion was aflorded by an automobile trip in north cen- 
al India when we travelled from New Delhi to Agra, 
nipur and Amber City. The main road passed through 
nany Villages where we were told that the natives lead 
» existence similar to that of their ancestors 2,000 
ars ago. Credence was lent to this statement by 
he presence of such things as a central village well 
here the women washed their simple clothing and 
wried away drinking water in earthen pots on their 
eads; primitive grain mills consisting of a large circu- 
rstone rotated on top of another by a cow harnessed 
oa large pole attached to the center of the grinding 
sone; and the absence of any modern buildings or 
lectricity. Their habitations in most cases were win- 
dowless mud huts apparently used primarily as a 
refuge from the hot sun or the rain of the monsoon 
season. 

The beautiful and awe-inspiring Taj Mahal, viewed 
both in daylight and the full moonlight, was a wonder- 
ful reward for the arduous trip. 

The ingenuity of our own medical resources was 
axed somewhat during the trip by emergencies oc- 
curring within our group. During a visit to one of the 
palaces near Agra, one of our physicians fell down and 
sustained a Colle’s fracture. This was reduced on the 
spot, sans x-rays, by members of the group, and some 
hours later two rolls of plaster bandage were obtained 
from a local chemist and plaster mold splints applied. 
At the next stop another member became severely ill 
with an attack of acute gastritis which for a while 
somewhat simulated an acute coronary episode. These 
and several other episodes made the trip a “bus- 
man’s” holiday in the “international” practice of 
medicine! 


Survive Rakish Trip 


The return trip from Jaipur to Delhi was further en- 
lvened by the antics of our Sikh driver, one Dowlat 
Singh. During the first two days of the excursion, 
Dowlat was quite attentive and made the relentless 
heat bearable by always producing iced Coca-Cola 
and fruit whenever we were thirsty. On the third day, 
however, Mr. Singh indulged in a luncheon repast 
consisting mainly of Indian whisky and the ride in 
our Dodge station wagon for the next hour was 
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probably like sailing through a thunderstorm on a 
magic carpet. The first incident was a blowout of 
the right front tire at 70 miles per hour. The tire 
was finally replaced by one from another car. In a 
few minutes there was a collision with a sacred cow. 
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One scene imprinted on Dr. Olson's memory was this enchanting 
Castle Vaduz, residence of the ruling prince of the principality of 
Liechtenstein. 


After this shake-up, I discovered a half-empty whisky 
bottle on the front seat of the car and my wife and I 
transferred to another vehicle. We then proceeded 
uneventfully but safely to Delhi! 

The highpoint of the stop in Calcutta was a visit to 
the Tropical Institute of Medicine. The tour of the 
Institute was detailed and was really a concentrated 
course in tropical medicine. It was here that many of us 
saw for the first time good x-rays of the lymphatic 
system demonstrated in cases of elephantiasis. 

At a luncheon given by the Calcutta Medical Soci- 
ety, we had the pleasure of hearing an address by the 
Minister of Health. The doctors were anxious to con- 
tinue the good relationships with the American medi- 
cal profession and were very grateful for the opportu- 
nity to send resident physicians to the United States for 
training in various fields of study. At present, 40 or 
more Indian physicians are coming to this country 
each year for postgraduate education. 

In Bangkok, Thailand, we visited the Siriraj Hospital 
where we were met by Dr. Dithi Chuengcharoen, 
honorary secretary of the Medical Association. Later 
we met the secretary, Dr. Bunsom Martin. The presi- 
dent is Air Vice-Marshall Chua Punsoni, Surgeon 
General of the Royal Thai Air Force. 


Observe Thai Practice 


Thailand has two medical schools with about 1,400 
students. About half the doctors are in private prac- 
tice. The half who are in full-time government service 
also are allowed to have a private practice. In discuss- 
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ing obstetric problems we were surprised to hear that 
a instances of Rh negativity are rare in their people and 
that most of them had never seen a case of an Rh 
negative mother. 

While in Thailand I interviewed an American 
primipara who was delivered in a nursing home in 
Bangkok. She stated that she had excellent care. She 
did not, however, have any aralgesia or anesthesia for 
delivery. This was a common practice in Asia, particu- 
larly in India, Thailand and Japan. 

There are approximately 1,600 physicians in Thai- 
land, the vast majority of whom are general practi- 
tioners. 

After leaving Bangkok, we stopped in Hongkong 
where we visited the Hongkong Sanatarium. There is 
also a shortage of doctors there which is aggravated 
by the great influx of refugees from Red China. Some 
apartments house several families who occupy the 
quarters in shifts. After two delightful days in the 
Crown Colony we flew via Okinawa to Japan. 

At the Tokyo International Airport the tour group 
was greeted by a delegation from the Japanese 
Medical Association, namely, Dr. Taro Takemi, 
president, Dr. Michio Kishimoto, vice president, 
Dr. Yshichi Minamizaki, secretary, and Dr. Yasusaburo 
Sugi, editor-in-chief of the journal of the Japan Medi- 
cal Association. 


Tour New Kanto Hospital 


We made an inspection tour of the newly-built, 
modern Kanto Communication Hospital in Tokyo. 
We were conducted on rounds of the 16 departments 
by the director, Kanshi Sassa, M.D., and the vice- 
director, Yoshiaki Matsuoka, M.D. After the rounds 
we were introduced to members of the staff in the 


The “red carpet” was rolled out for the visiting doctors at the Tokyo 
International Airport. 
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hospital library. They discussed in detail the condi. 
tions of Japanese medical practice. 

When we visited the operating rooms we were asked 
to take off our shoes and put on clogs, reminiscent 
visiting shrines in Nikko and Kyoto. The inte: nists jp 
the group were assured that this was not a form of 
worship at the shrine of surgery but merely a sanitary 
precaution! 

The hospital was well equipped in every department, 
In the OB department we noted the high Western 
style delivery tables for American and European pa- 
tients and the low Japanese beds for native obstetric 
cases. Again the custom was to use no analgesia or 
anesthesia. 

There are 83 physicians on the staff, with 39 resident 
physicians. The hospital has a bed capacity of 1,100. 
During 1956 the outpatient department treated 
265,940 people. The physical plant consists of ten 
buildings. The units housing patients and nurses are 
connected by passageways on nearly all floors. 


Monthly Salary Is $80 


The average salary of full-time physicians is about 
$80 per month. The chiefs of some departments are 
paid twice that amount. Many are able to supplement 
their income with private practice. 

At a reception given by the Japan Medical Society, 
the president, Dr. Takemi, welcomed us and stated 
that “‘we ourselves stand for the supreme ideal of the 
World Medical Association, which is to promote 
world peace. We are one in the same field of service to 
humanity as doctors.” 

A special treat at the reception was a Japanese 
specialty called ‘‘Jingiskan-nabe,” a food peculiar to 
the Far East and said to be prepared as it was for 
Genghis Khan of the Mongols, after whom it was 
named. It was with greatest sincerity that we said 
“arigato gozaimus” to our fine hosts in Nippon. 


Summarizes Impressions 


The general practitioner, whether he be called “the 
family doctor,” ‘Haus Doktor,” “Monsieur le Doc- 
teur” or “Mr. Doctor,” is the Atlas of Modern Medi- 
cine throughout the modern world. On his shoulders, 
primarily, rests the dual burden of providing the 
patient with the proper kind of medical care he needs 
and wants and of protecting and extending the free 
practice of medicine in every corner of the globe. This 
is true by virtue of the fact, if for no other reason, that 
by far the greatest majority of physicians in every 
country are general practitioners. 

The struggle to attain these two objectives is un 
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versal. However, the forces opposing the profession 
vary in different parts of the world from time to time. 
In some countries the greatest deterrents at present 
are over-socialization and over-insurance. Social secu- 
rity reforms and government control tend to destroy 
both the free practice of medicine and free choice of 
physician. This is particularly true in many European 
countries. 

In other areas the chief obstacles at present are 
economic difficulties, over-population, lack of educa- 
tion, poor transportation and primitive living condi- 
tions. These are present in many Asian areas. 

Other factors include the effects of recent wars, in- 
adequate educational standards in the doctors them- 
selves and the existence of fads and cults in healing. 

These opposing factors manifest themselves in dif- 
ferent ways in the various parts of the world but the 
end result is often the same—namely, limiting the 
patient from choosing the proper kind of medical care 
he needs and wants and further infringements on the 
free practice of medicine. 

In countries where there is over-insurance and too 
much socialization, the physician may be restricted by 
laws governing his status as a doctor, he may be ar- 
bitrarily excluded from panels for various reasons 
other than competency as a physician, or he may be 
barred from hospital staff membership. Restriction of 
hospital staff membership may also occur in areas 
where there is over-specialization. 

Where severe economic difficulties, over-popula- 
tion, shortages of educational and physical facilities 
plague the people and the profession, the provision of 
adequate medical care is at present impossible. 

The manner in which the doctors of the world have 
reacted to these forces that tend to prevent attainment 
of their high goals has varied a great deal. These re- 
actions have been influenced by such factors as type 
of government, educational standards of the people 
and socio-economic factors. 

In many European countries the doctors are waging 
continuous battles, with varying degrees of success, 


to roll back the forces of socialization which are de- 
stroying much of the freedom of medical practice. In 
other countries, socio-economic factors seem to prevent 
the doctors from any present course except to temporize 
and obtain the highest standards possible under exist- 
ing conditions. 

In a free and democratic country like the United 
States, it is clearly the duty of the medical profession 
to resist further socialization of medicine in the interest 
of free medical practice and the welfare of the patient. 
It is mandatory to prevent the contagion from spread- 
ing. To contain it will require continued vigilance on 
the political front and the highest degree of profes- 
sional unity and integrity. 

Many factors seem to indicate the feasibility of 
establishing an International Academy of General 
Practice: 

1. In many areas there is a need for raising the 
standards of the general practitioner. 

2. In many areas the general practitioner is re- 
stricted in hospital staff privileges as a result of social 
insurance. 

3. In some places, over-specialization has resulted in 
closing hospital doors to the family doctor. 

4. Shortages of doctors create critical conditions in 
some areas. 

5. More active support of the World Medical Asso- 
ciation would help all members of the medical profes- 
sion to attain their high goals—i.e., raising general 
medical education standards, waging the fight for free- 
dom of medical practice, liaison with other interna- 
tional groups and speaking for medicine on the inter- 
national level. 

One of the most important of these goals is raising 
the standards of the general practitioner the world 
over, particularly through well-coordinated plans of 
postgraduate education. This would restore his pres- 
tige where it has suffered and help him regain and 
maintain the recognition he deserves. This will ulti- 
mately help restore lost liberties and will prevent fur- 
ther encroachment on the freedom of medical practice. 


WHAT OTHERS 


ARE SAYING... 


**. . . Perhaps in the long run, of greater importance than the specialist’s influence, may be the 
advance in general practice instigated by the Academy of General Practice. So far, 226 mem- 


bers of our State Medical Association have become members of that organization. Membership 
f in the Academy of General Practice requires 50 hours of postgraduate study each year. The 
Advance in Academy is but a few years old and it is very much to the credit of West Virginia medicine 
, that so many of its physicians have already become affiliated with that group. As the profession 
General Practice and the public become better acquainted with the purpose of the Academy, there is every 
reason to expect that its West Virginia membership will increase.”"—The West Virginia Medi- 
cal Journal, October, 1957, p. 424. 
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Handbook of Orthopaedic Surgery, 5th ed. By Alfred Rives Shands, 
Jr., M.D. and Richard Beverly Raney, M.D. Pp. 725. Price, 
$9.75. C. V. Mosby Co., St. Louis, 1957. 


Suanns Handbook of Orthopaedic Surgery is to orthopedics 
as a bouillon cube is to a vat of broth. All of the nourish- 
ment and flavor of orthopedics, without the fat and fluid of 
forensics, are concentrated in this treatise. Because it is so 
complete, current and concise, it is truly a gem for a general 
practitioner’s reference shelf. 

The table of contents forms an excellent system of diag- 
nosis of orthopedic problems, and the text gives all of the 
information necessary for their comprehensive under- 
standing. The author records, without debating their 
merits, the most acceptable opinions of controversial sub- 
jects. If the reader, intrigued by this unopinionated ap- 
proach, desires more information, his search is guided by 


ment is de-emphasized and although the various proce- 
dures for the treatment of each entity are mentioned, the 
details of their employment must be sought elsewhere. 
This book is written for the general practitioner and the 
advanced student — it is not an orthopedic treatise for an 
orthopedist. 

For those who have previous editions of the Handbook (it 
is the orthopedic textbook used in many medical schools), 
it is to be noted that the present edition is enlarged by 125 
pages. Each chapter, with the exception of the two on tu- 
berculosis, has been enlarged and all have been made cur- 
rent. Seventeen new sections have been added in the pres- 
ent edition, the more important being Senile Osteoporosis, 
Infantile Cortical Hyperostosis, Guillain-Barre Syndrome, 
Cervical Root Syndrome, Frozen Shoulder and Shoulder- 
hand Syndrome. The text is clarified by many new and 
some revised drawings, by excellent photographs and very 
clear x-ray reproductions. 

If you as a physician, or as a literary scholar, enjoy au- 
thentic coverage of a medical problem in a crisp, compre- 
hensive style, you will find none better than the fifth edi- 
tion of Shands’ Handbook of Orthopaedic Surgery. 
—CHARLES ROMBOLD, M.D. 
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a very complete chapter-by-chapter bibliography. Treat- 


Practitioner's Bookshelf 


Therapeutic Exercises for the Treatment of the Neurologically Disabled. 
By Harold J. Brenner, M.S. Pp. 73. Price, $3.50. Charles C 
Thomas, Spring field, Ill., 1957. , 


Tuis TIMELY and overdue book by a very competent author, 
Harold J. Brenner, an excellent corrective therapist as- 
sociated with the Veterans Hospital, Sepulveda, Calif., 
and supervisor of the neurologic service, deals with various 
forms of therapeutic exercise and includes the modern 
development of exercise for medical treatment. 

The text concerns itself with ambulation and specifically 
with hemiplegia, multiple sclerosis, Parkinsonism, polio- 
myelitis, and polyneuritis. To emphasize the scope of this 
book, we should say: ‘To help a patient survive a cerebral 
vascular accident through medication and then allow him 
to remain a totally incapacitated dependent individual is 
no longer considered a successful treatment program. The 
patient has only accomplished the first phase of his road to 
recovery.” 

This beok fully covers thefield of medicine to which it is 
dedicated and does so in an excellent manner. It is quite 
readable and has excellent printing but few illustrations. 

I believe this text could be of inestimable service to the 
general practitioner since it covers the last phase of con- 
valescence so as to fill a gap which previously existed. 
In addition, the author points out the difference between 
saving a life and saving a life which might be returned to 
maximum usefulness. —Haroip V. ZuBER, M.D. 


Venous Angi diography in the Diagnosis of the Cyanotic Types of 
Congenital Malformations of the Heart. By Benjamin M. Gasul, 
M.D., Gershon Hait, M.D., Robert Dillon, M.D. and Egbert 
H. Fell, M.D. Pp. 80. Price, $3.50. Charles C Thomas, Spring- 
field, Ill., 1957. 


Tuts sMALL volume of 80 pages outlines very concisely the 
scope and diagnostic use of venous angiocardiography. 
The author very neatly classifies the cyanotic types of con- 
genital malformation of the heart according to the effec- 
tiveness of angiocardiography. 

The book is well illustrated and the schematic diagrams 
depicting the congenital heart anomalies are refreshing 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * * 
® Sleep paralysis may occur more often than realized. 


It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 

* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust Lorusare®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTe’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


+ 
LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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review. Many words are spared with these good illustra. 
tions. 

This volume would serve adequately on the general prac. 
titioner’s shelf as a ready reference for differential diag. 
noses. It is not cluttered with the usual useless historical 
data that one does not need in making a diagnosis, It js 
concise, it is clear, it is adequate for angiocardiography 
evaluation in general practice. 
—Merun L. Newkirk, 


The Specialties in General Practice. Edited by Russell Cecil, M.D, 
Pp. 780. Price, $16.00. W. B. Saunders Co., Philadelphia, 
1957. 


THIs SECOND edition is a perfectly splendid book contain. 
ing articles by 15 authors, each from a different specialty, 
It comes close to being a true textbook for general practice. 
It is well organized, clearly presented, very readable and 
concise. 

Any one of the chapters is worth the cost of the book, 
There is an excellent chapter on psychiatry. One glaring 
omission, however, is the absence of a chapter on neurol- 
ogy. There is no chapter on general medicine. 

This book is recommended to all students and doctors 
interested in general practice. Much of it should be re- 
quired reading. —Cnuaries C. Cooper, 


Magnetic Removal of Foreign Bodies. By Murdock Equen, M.D. P). 
94. Price $4.50. Charles C Thomas, Springfield, Ill., 1957. 


Dr. Equen describes the science of the magnetic removal of 
foreign bodies from the food and air passages in this very 
thorough and accurate monograph. The history and tech- 
nique of use of the magnet is concisely discussed in the 
first two chapters; and the remaining chapters simply 
enumerate the author’s personal experiences in a total of 
78 cases, each concerned with use of the Alnico magnet in 


the recovery of foreign bodies from the air passages, the 
esophagus, the stomach and the duodenum. 

No one in America is better equipped than Dr. Equen 
to recite his experiences in this field. Therefore, these cases 
become valuable guides to doctors dealing with removal of 
foreign bodies. 

It is true that the Alnico magnet is a real contribution to 
foreign body therapy. However, because of the author's 
successes, the physicians concerned should be cautious 
lest they oversimplify in their thinking the magnetic re- 
moval of foreign bodies. 

—Wiutuston P. BunTING, M.D. 


Endocrine Disorders in Childhood and Adolescence. By Lawson 
Wilkins, M.D. Pp. 526. Price, $15.00. Charles C Thomas, 
Springfield, Ill., 1957. 

TuIs BOOK is an acknowledged classic among monographs. 

The second edition, coming into print seven years after the 

first, includes the many developments that have appeared 

in the rapidly advancing field of endocrinology. 

The new edition follows the same general outline of its 
predecessor. The first four chapters are concerned with the 
influences of genetic and endocrine factors on growth and 
development and with methods of endocrine study and 


GP Volume XVII, Number 2 


diagt 
| spect 
= . a sup 
\ devel 
- ct 
16) pra 
anon 
TI 
Al 
sucl 
4 mp 
. 
siol 
ae use 
= 
thr 
h 
yi 
as 
dr. 
de 
fo 
te 
: 
; 
A 


diagnosis. Following these are chapters that deal with 
specific endocrine gland disorders. Included with these is 
a superb chapter on variations in the pattern of adolescent 
development—a chapter that deserves reading by every 
practicing physician. There is a final chapter on congenital 
anomalies sometimes mistaken for endocrinopathies. 

The book is profusely illustrated, and the illustrations 
are of highest quality. This monograph can be recommen- 
ded without reservation for the library of any physician in 
practice. —Huceu H. Hussey, m.p. 


feadementals of Human Physiology. By W. B. Youmans. Pp. 567. 
Price, $8.50. Yearbook Publishers, Inc., Chicago, 1957. 


MANY BELIEVE that a textbook should be as all-inclusive as 
possible. In the case of physiology, this means provision of 
such background as historical experiments and reviews of 
pertinent anatomy and chemistry. In addition, major texts 
in physiology place considerable emphasis on clinical phy- 
siology and disease mechanisms. Dr. Youmans has pur- 
posely omitted much of this material in striving for a brief 
book. And for the stated scope of the book, it is a fine and 
useful volume. 

Although not extensively documented, the references 
are as up to date as they can be. Textbooks and reviews 
through 1956 are included. Herein lies the feature of this 
book. While it has relied heavily on standard textbooks of 
physiology (noted in reference lists), it is, in general, a 
summary of modern concepts. (The illustrations are also 
refreshingly modern. Original experimental tracings, such 
as those from Starling’s heart-lung experiments, are re- 
drawn.) 

Organization of material is in the traditional fashion. 
Controversies are not emphasized. When one view on a 
debated subject is favored over another, or is stated with- 
out the opposing evidence, it must be accepted as necessary 
for brevity. 

This book should be very useful to students in their 
first year of medical school physiology. For them, it is 
trimmed down properly. On the other hand, the practi- 
tioner desiring a physiology reference work would probably 
be served better by a larger volume containing review ma- 
terial and a more extensive treatment of clinical physiology. 

—Joun C. Ross, M.p. 


The Early Diagnosis and Treatment of Acoustic Nerve Tumors. By 
J. Lawrence Pool, M.D. and Arthur A. Pava, M.D. Pp. 161. 
Price $5.50. Charles C Thomas, Springfield, Ill. 1957. 


Tuis EDITION to the American Lecture Series is a compre- 
hensive survey of acoustic nerve tumors. The authors give 
adequate coverage to diagnosis, treatment and postopera- 
tive management of this intracranial neoplasm and include 
in their work their own feelings as well as the recommenda- 
tions of many other prominent neurosurgeons. The illus- 
trations are clear and helpful and the arrangement of the 
material provides easy access to any page relating to this 
particular type of tumor. 

However, the handling of this type of tumor is, in 
general, relegated to a small field of specialists, and it does 
not seem probable that the book would be of great value to 
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sleep from 


Lotusate’ 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender ‘a 
purple Caplets®°—120 mg. (2 grains). a 
Adult somnifacient dosage: 1 purple Caplet ~ 

15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off 
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a general practitioner. It would, however, be a valuable 
addition to the library of the neurologist or neurosurgeon. 
—Donap F. Cosurn, M.D. 


Physiologic Principles of Surgery. Edited by Leo M. Zimmerman, M.D. 
and R. Levine, M.D. Pp. 988. Price $15.00. W. B. Saunders 
Co., Philadelphia, 1957. 


THIs BOOK represents a new milestone in applied physiol- 
ogy particularly as it relates to surgery. Never before has 
such a complete book been published by authorities in 
every field with most of the duplication eliminated. It truly 
represents a multi-author book ably edited by Drs. Zim- 
merman and Levine. 

The book is well indexed and the surgical physiology of 
any system can readily be found. Many diagrams aid the 
reader in better understanding complex problems. 

This book should be part of every practicing physician’s 
library. Those doing medicine as well as surgery could 
better understand their patients with a more complete 
understanding of basic physiology of disease and of surgery. 

This book, which could easily be called the ‘Physiology 
of the Skin and Its Contents,” is highly recommended. 

—James D. Murpny, M.D. 


Gynecologic Surgery and Urology. By Thomas L. Ball, M.D. Pp. 
547. Price, $20.00. The C. V. Mosby Co., St. Louis, 1957. 


So MANY ADVANCES have been made in gynecology in the 
past 20 years that this volume is especially pertinent. The 
many different schools of thought and conflicting opinions 
in some phases of the field made it difficult for the surgeon 
to locate information on the best modern practices. This 
book represents the consensus of some of the most out- 
standing men in this field and is a compendium of standard 
and accepted procedures. 

Since certain specialty concepts limit a surgeon’s en- 
deavor to only one sex or organ system, most texts do not 
consider the anatomic area as this volume does. To do good 
gynecology certain aspects of urology as well as surgery 
of the intestinal tract must also receive attention. Too 
often texts confine themselves to the female reproductive 
system and leave the anatomy and technique of adjacent 
organs to other authors. 

Dr. Ball departmentalizes the procedures so that there 
is a ready reference available. One of the unique features 
of this book is an outline or study plan showing the region 
and related anatomic structures, together with descrip- 
tion and plates of surgical anatomy and supplemental 
description and plates of operative sections and surgical 
pathology. 

Although the text is concise, no important features are 
overlooked. The descriptions are terse and readily under- 
stood. The illustrations are extremely well done and readily 
depict the procedures they represent. 

It is my opinion that every doctor who does gynecologic 
surgery should avail himself of this valuable volume. I 
am sure that the novel method of presenting regional 
considerations rather than limiting descriptions to the 
system involved will pay rich dividends. 

—Matcom E. ps, M.D. 


162 GP Volume XVII, Number 2 


as 
By. 


PYRIDIUM 


(Brand of phenylazo-diamino-pyridine HCI) 


fills the gap between 
icomplaint and correction 
of urinary tract disorders 


Pyridium (the urinary tract anesthetic) 
felieves discomfort and painful symp- 
toms even before the effects of specific 
therapy can begin. In 20-25 minutes, 
Pyridium alleviates pain, urgency, 
frequency and burning. 


When there is no infection, Pyridium 
eases the discomfort of chronic, non- 
Specific urinary tract disorders, gives 
prompt in-the-office relief. It affords a 
fast-working analgesic for instrumen- 
lation, or may be used to keep patients 
comfortable until surgery. 


When infection is present, use Pyridium 
a always with any treatment you 
choose, or to supplement combination 
therapy whenever additional analgesia 
18 required. While waiting for diagnos- 
fic test results or for fever to come 
down, you can provide fast relief from 
Pain and discomfort with Pyridium. 


Diagnosis or treatment may take time 
=but pain relief can be immediate. Use 
Pyridium for every case with urinary 
Wact pain, for relief in minutes. 


WARNER-CHILCOTT 


00 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Improve the Accuracy of your Diagnosis 
Increase the Range of your Office 


Se» Work by utilizing your Office Laboratory 
and X-Ray to Maximum Benefit 


Learn How in 
Dr. Paul Williamson’s 


Practical Use of Office Laboratory and X-Ray 
(Including the Electrocardiography) 


The useful information that can be derived from the proper 
use of your office laboratory and x-ray is far more extensive 
than many physicians achieve with their equipment. In clear, 
understandable language, Dr. Paul Williamson in his new 
book shows you how you can utilize your equipment to maxi- 
mum benefit—how you can make your laboratory and x-ray 
valued tools to answer specific questions that confirm or deny 
your original findings—and not merely as instruments to make 
“routine test reports.” Carefully-organized and intelligently- 
illustrated, this practical guide discusses in detail each specific 
test—the ones you do most frequently in your own office lab- 
oratory, the equipment to be used, the technique, the inter- 
pretation of results and the errors most commonly made. 


By Paul Williamson, M.D., 1958, 323 pages, 67% ’x 10" illustrated. Price, $10.75. 


Correlating the pathologic changes in the ovary with the 
endocrine disorders which accompany them 


Endocrine Pathology of the Ovary 


BY MORRIS AND SCULLY 


For the gynecologist, the pediatrician, the internist, the pa- 
thologist or the endocrinologist seeking to correlate the path- 
ological changes found in the ovary with the endocrine dis- 
orders which accompany them, the new Morris and Scully 
book, ENDOCRINE PATHOLOGY OF THE OVARY repre- 
sents the only completely current and significantly essential 
information available on the subject. Covering the modern 
concepts of the problem, this excellently-done presentation in- 
cludes not only much previously unreported case material, but 
a number of new approaches to existing concepts as well. 

By JOHN McLEAN MORRIS, M.D., Associate Professor of Gynecology, Yale Uni- 
versity School of Medicine; and ROBERT E. SCULLY, M.D., Clinical Associate in 
oe Harvard Medical School, Associate Pathologist, Massachusetts Gen- 


Boston. ilable soon. 1958, 140 64%," x 9%", 75 
approx. pages, x 9% 


Mark and Mail This Coupon Today 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 


Dear Sir: 

| Please send me on 10 day approval the book(s) checked below. 

| I understand if I am not completely satisfied I can return the 
book(s) within 10 days with no charge or obligation. If remit- 

tance is enclosed, publisher pays the mailing charge. 


0 Attached is my check 0 Charge my account 
o ee “PRACTICAL USE OF OFFICE LABORATORY AND 


| 0 and Scully, “ENDOCRINE PATHOLOGY OF THE 

| About $8.00 
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Anesthesia and Otolaryngology. By Donald F. Proci:y, M.D. 
Pp. 267. Price, $7.00. The Williams ¢ Wilkins Co., Baltimore 
1957. 


Tui: ts a well written, well-produced book of practical 
considerations on general and local anesthesia, tonsil. 
lectomy and adenoidectomy, myringotomy, airway obstruc. 
tion and respiratory resuscitation. All doctors caring for 
patients will find this volume of practical value; however, 
it is directed especially to the anesthesiologist and the 
specialist in ear, nose and throat. 

Dr. Proctor emphasizes the fact that anesthetic deaths 
do occur in the best qualified hands, especially if those 
hands are busier charting or regulating the intravenous 
fluid apparatus than they are in maintaining respiratory 
exchange in an intubated patient. He points out that 
tonsillectomy and adenoidectomy are not innocuous pro. 
cedures and gives an excellent discussion of preanesthetic 
care, the technique of operation (after S. J. Crowe), and 
the care of postoperative complications. Those doing 
obstetrics should read particularly the sections on obstetric 
anesthesia and resuscitation of the newborn. The sections on 
respiratory resuscitation should be read by all who may 
have contact with emergency situations. 

Actually, there is something of value here for everyone 
and it is unfortunate that the choice of title may tend to 
limit its distribution. This text should be purchased or 
borrowed and read, and not merely added to the book- 
shelf. It is one of the few medical books that is easy to 
read and is eminently practical. 

—Robsert H. Tinker, 


The Electrocardiogram. Its Interpretation and Clinical Application. 2nd 
ed., rev. By Louis H. Sigler, M.D. Pp. 328. Price, $8.75. Grune& 
Stratton, Inc., New York, 1957. 


THE SECOND EDITION of this brief monograph is designed 
to bring the subject matter up to date. Many nonessen- 
tials have been eliminated and unipolar extremity and 
chest leads presented briefly without delving into the 
electric intricacies of the instrument. This edition also 
includes short chapters on the triaxial reference system 
in determining the electric axis and the ventricular 
gradient. 

The book is divided into 26 short chapters. The first 
six chapters deal with the instrument itself and the seventh 
with classification of abnormal tracings. The remaining 
chapters describe electrocardiographic tracings found in 
specific abnormalities. Each chapter explains the abnor- 
mality in conduction, illustrates the abnormality with well 
chosen, clearly printed electrocardiograms and concludes 
with a short but excellent bibliography on the specific 
abnormality pertaining to that chapter. 

For the general practitioner who undertakes the re- 
sponsibility of reading electrocardiograms, this well printed, 
easily read volume, with its many appropriate illustrations, 
offers a short but excellent review of this subject. The 
book’s down-to-earth readability, availability as a quick 
reference and accompanying bibliography for more ¢x- 
tensive study warrants its inclusion in the library of every 
generalist. —WiuuaM J. SHaw, M.D. 
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News 


Academy Members Figure Prominently in AMA Clinical Session 


Fluoridation and Forand Bill Draw Pro 
And Con, Respectively, in AMA House 


MorE THAN A FiFTH of the delegates to American 
Medical Association’s 11th Clinical Session December 
3-6 in Philadelphia were members of the Academy. 
The total of 35 was an increase of five over the number 
sitting in the AMA’s house of delegates last June in 
New York City. Half of this number held key com- 
mittee posts at the Philadelphia session. 

The announcement of Academy Member Cecil W. 
Clark of Cameron, La. as the AMA’s “General Prac- 
titioner of the Year” took the sting out of the opening 
day blizzard. (See cut.) 

For Dr. Clark this was one of the key honors to be 
bestowed upon him since his heroic medical fight 
against Hurricane Audrey last June in his hometown of 
Cameron. 

Along with the traditional gold medal was a citation 
from the AMA which acclaimed Dr. Clark for his de- 
votion to duty despite severe personal tragedy. Three 
of the Clarks’ five children were swept away in the 
hurricane and Mrs. Clark barely escaped death. 
Throughout, Dr. Clark worked around the clock to 
attend the hundreds of wounded. 


Special House Actions 


The house of delegates devoted itself primarily to 
endorsing the fluoridation «of public water supplies, 
reaffirming previous interpretations of free choice of 
physician in relation to contract practice, making ten 
recommendations on the Heller Report on AMA organ- 
wation, condemning the Forand Bill, setting guides 
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for occupational health programs covering hospital 
employees, calling for a code of practices regulating 
future distribution of vaccines and accepting a guide 
in determining impairment under the new disability 
benefits program of the Social Security Act. 

The most controversial issue within the medical 
profession to be settled by the house of delegates was 
the endorsement of fluoridation of public water supplies 
as a safe and practical method of reducing the inci- 


dence of dental caries during childhood. 


oy 


In the Select Circle—Academy Member Cecil W. Clark, 33 years old 
(center), the AMA’s “General Practitioner of the Year” for 1957, 
joins two senior recipients of the award from previous years. Shown 
at the leftis Academy Member E. Roger Samuel, Mount Carmel, Pa., 
and on the right, Academy Member John M. Travis, Jacksonville, 
Tex. 
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At the 1956 clinical session in Seattle the house of 
delegates directed that a study be made on the prob- 
lem. Included in the resulting 27-page report was: 

1. “Fluoridation of public water supplies so as to 
provide the approximate equivalent of 1 p.p.m. of 
fuorine in drinking water has been established as a 
method of reducing dental caries in children up to 10 
years of age. In localities with warm climates, or where 
for other reasons the ingestion of water or other sources 
of considerable fluorine content is high, a lower con- 
centration of fluoride is advisable. On the basis of the 
wailable ‘evidence, it appears that this method de- 
creases the incidence of caries during childhood.” . . . . 

9. *No evidence has been found since the 1951 
statement by the councils to prove that continuous 
ingestion of water containing the equivalent of approxi- 
mately 1 p.p.m. of fluorine for long periods by large 
segments of the population is harmful to the general 
public.” .... 

Several resolutions brought before the house called 
for a clarification on the issue of free choice of physi- 
cian in relation to contract practice. As a result, the 
delegates reaffirmed approval of previous interpreta- 
tions of the Principles of Medical Ethics by the associ- 
ation’s judicial council and directed that they be 
called to the attention of all constituent and com- 
ponent societies. 

The resolution passed by the house reaffirmed a 
council opinion of 1927 which stated that the contract 
practice of medicine would be determined unethical if 
“a reasonable degree of free choice of physician is 
denied those cared for in a community where other 
competent physicians are readily available.” However, 
the 1927 council report also pointed out that ‘There 
are many conditions under which contract practice is 
not only legitimate and ethical, but in fact the only 
way in which competent medical service can be pro- 
vided.” 

In another action related to the issue of free choice, 
the house adopted a resolution condemning the cur- 
rent attitude and method of operation of the United 
Mine Workers of America Welfare and Retirement 
Fund “‘as tending to lower the quality and availability 
of medical and hospital care to its beneficiaries.” The 
resolution also called for a broad educational program 
to inform the general public of the benefits to be de- 
rived from preservation of the American right to free- 
dom of choice of physicians and hospitals. 

Action on the Heller Report on Organization of the 
American Medical Association resulted in ten specific 
recommendations. These have been referred to the 
Council on Constitution and By-Laws which will draft 
amendments for consideration by the house at the 
annual meeting this coming June in San Francisco. 
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The ten recommendations covered the elective pro- 
cedures and the duties concerning the vice president, 
secretary-treasurer, executive vicé president, general 
manager and assistant secretary, as well as various of 
the committees. 

One of the key decisions was that the office of 
general manager will be discontinued, and the new 
office of executive vice president will be established. 
The latter, appointed by the board of trustees, will be 
the chief staff executive of the association. 

The Forand Bill, which would allow hospitalization 
and surgical benefits for persons under the Social 
Security program, was condemned. AMA President 
David Allman warned, ‘This is socialized medicine.” 
He said provisions of this politically-inspired bill 
(Representative Aime Forand (D-R.I.) “are the be- 
ginning of the end of the private practice of medicine” 
in this country. The board of trustees took a firm hand, 
too, in appointing a special task force which is taking 
action to defeat the bill. 

Concerning the issue on health programs for hos- 
pital employees, a set of “Guiding Principles for an 
Occupational Health Program in a Hospital Employee 
Group” was approved. The guides include: 

“Employees in hospitals are entitled to the same 
benefits in health maintenance and protection as are 
industrial employees. Therefore, programs of health 
services in hospitals should use the techniques of pre- 
ventive medicine which have been found by experience 
in industry to approach constructively the health re- 
quirements of employees. 

‘It is essential that employee health programs in 
hospitals, as in industry, be established as separate 
functions with independent facilities and personnel.” 

After considering three resolutions dealing with the 
Asian influenza immunization program, the house 
adopted a substitute resolution calling attention to 
“certain inadequacies and confusions in the distribu- 
tion of vaccines” and directed that a code of practices 
be established for future distribution of important 
therapeutic products, so that the best interest of all 
people may be served. 

The first in a projected series of guides to help 
physicians determine impairment under the new dis- 
ability benefits program of the Social Security Act was 
accepted by the house. This one was a 115-page 
*Guide to the Evaluation of Permanent Impairment of 
the Extremities and Back” which was developed by the 
Committee on Medical Rating of Physical Impairment. 


Honor for Murray 


Before the snow set in on opening day, another 


Academy member, Dr. Dwight H. Murray of Napa, 
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jou like the 
Visette, doctor... 
_ before you buy 


.-. use the new transistorized Sanborn Model 300 Visette 
electrocardiograph for 15 days ... without cost or obligation 


as 
The more-than-usual interest shown by doctors in the new Sanborn Model 300 by 
Visette electrocardiograph is understandable: the Visette is the only instru- gr 
ment in history to provide clinical accuracy in such a small, lightweight form. 
And because it is so new, Sanborn Company expects that you, like many pe 
doctors, may want to “know more about it” before making a definite decision be 
to buy a Visette for your own practice. You have thal opportunity, by taking he 
advantage of the Sanborn Company exclusive — and long-practiced — 


se 
15-day Trial Plan. 
In this way, doctor, you can use a new Visette in your office, on house and 
hospital calls, wherever you wish a 'cardiogram to be run — just as your b 


practice actually demands. You have two weeks to thoroughly acquaint 
yourself with every feature of Visette operation and performance — to let 


the Visette prove itself in actual use. If you like, you can send Sanborn . 

Company a specimen record made on your Visette, should any technical 

questions arise concering the instrument’s use. ; k; 
Sanborn Company believes this is the best way — by proof in practice — 


to convey the true value of the Visette’s compactness, complete portability f 
and fine-instrument accuracy of performance. Take the 15 days, doctor — 
simply address “Inquiry Director, Medical Division’’ for full details of the 
No-Obligation Trial Plan. \ 


The Model 51 Viso-Cardiette electrocardiograph — long a 
TRANSISTORIZED ; familiar instrument in heart practices throughout the world 
$625 del. ; — is available as always, for those who prefer a larger, . 


heavier instrument. Price $785 del. 


SANBORN COMPANY 


MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Mass. 
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Calif., immediate past president of AMA, was pre- 
sented the Navy Meritorius Public Service Citation. 
The presentation by Rear Admiral B. W. Hogan, 
surgeon general of the U. S. Navy, was made in appre- 
cation of Dr. Murray’s month-long visit to naval bases 
in the Pacific last spring. 

In addition to blasting the Forand Bill, President 
Allman spoke out strongly “for more freedom, not less, 
in America and in the medical profession.” 


It was significant that this session was held in 
Philadelphia where the AMA was founded 110 years 
ago. The first annual session was held in Philadelphia 
in 1847. 

A sidelight to come out during the meeting was that 
Dr. George F. Lull, the AMA’s retiring secretary- 
general manager, was named president of the American 
Medical Education Foundation, succeeding Dr. Louis 
W. Bauer. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Compensation Benefits Up 


UNDER WORKMEN’S COMPENSATION PROGRAMS through- 
out the country, payments for medical benefits and 
wage loss passed the $1 billion mark in 1956, according 
toa new compilation by Social Security Administra- 
tion. The estimated total of $1,003,077,000 compares 
with $915,435,000 in 1955. 

“Medical and hospital benefits probably account for 
as much as $350 million of the total,” said the report 
by SSA’s Division of Program Research. “While the 
greatest amount of liberalization in workmen’s com- 
pensation laws has taken place in the area of cash 
benefits, the higher costs of providing these benefits 


have been matched by the increased cost of medical 
services rendered to injured workmen.” 

Payrolls covered by workmen’s compensation rose 
by 8.2 per cent in 1956, to $174.8 billion. In an average 
week, the number of covered workers was somewhat 
more than 41 million. 

Nearly three-fourths of the states in 1955-56 enacted 
laws improving medical coverage or raising cash bene- 
fits for deaths and most types of disability. 


VA Shows Chlorothiazide Merits 


The synthetic drug chlorothiazide has exerted 
“marked effectiveness” in treatment of high blood 
pressure, according to a recent Veterans Administra- 
tion report based on an eight-month study of more 
than 100 patients. 

Dr. Edward D. Freis, of the VA Hospital in Wash- 
ington, said chlorothiazide in combination with other 
drugs produced lower blood pressure averaging 27 per 
cent of the pre-treatment level, compared with 11 per 
cent when older conventional drugs were employed. 
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Chlorothiazide was given by mouth to 105 patients, 
including 73 already under treatment with other drugs. 
The study also covered 10 patients under chemotherapy 
for the first time for high blood pressure and five who 
had undergone sympathectomies. 

In general, patients looked and felt exceedingly 
well while taking chlorothiazide,” said Dr. Freis. “A 
few experienced mild nausea which cleared promptly 
when the drug was discontinued for one day.” 

However, he cautioned that the compound has not 
been under clinical test long enough for its long term 
effects to be known. 


November Top SBA Month 


November was top ranking month to date in volume 
of loans granted by Small Business Administration to 
proprietary hospitals, nursing homes, dentists and 
physicians. 

In this general category, there were 12 approved 
borrowers and their loans aggregated more than 
$600,000. Inclusion of private doctors and health 
facilities in the federal aid program is relatively recent. 

Largest single loan went to Gardena Hospital, Inc., 
in Gardena, Calif., $250,000. Five nursing and con- 
valescent homes received total of $272,400. SBA ap- 
proved loans aggregating $46,000 for four dentists. 

_The two physicians on the November approval list 
were Dr. Roy A. Dowling, Twisp, Wash., for $20,000: 
and Dr. Thomas Vincent Brennan, Presque Isle, Me., 
for $12,500. 

Another government agency, the Community Facili- 
ties Administration, received application for construc- 
tion loans from five nonprofit hospitals in November. 
They were as follows: 

Altoona (Pa.) Hospital, $450,000; Petersburg (Va.) 
General Hospital, $200,000; St. Joseph Mercy Hos- 
pital, Aurora, Ill., $200,000; Ball Memorial Hospital, 
Muncie, Ind., $90,000, and Providence Hospital, 
Sandusky, Ohio, $245,000. 
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An abundance of evidence indicates the con- 
tributing role of certain identified citrus 
bioflavonoids in the treatment of capillary and 
vascular impairment resulting from stress 
conditions. The stress may be imposed by 
nutritional deficiencies, environment, drugs, 


HESPERIDIN 


Capillary and Vascular Integrity 


and the identifiable biologically-active components of citrus 


ERIODICTYOL 


chemicals, toxins, virus, or infection. 

The wide range of application embraces: 
inflammatory, cardio-vascular, metabolic and 
infectious diseases and spontaneous abortion. 

The identified flavonoid chemical entities 
under intensive investigation are: 


DIOSMIN 


These are incorporated in the following products manufactured exclusively by Sunkist: 


Hesperidin Complex 


Hesperidin Purified > Sources of Hesperidin 


Hesperidin Methyl Chalcone 


Lemon Bioflavonoid Complex 


The available source of Eriodictyol and Diosmin, 
found in no other citrus fruit. 


Their biological activity has been demonstrated, including: 


Synergism with Ascorbic Acid 
Potentiation of Epinephrine 


Independent Vasoconstrictor Action 


Anti-hyaluronidase Effect 


Protection against (Selye) DOCA-Salt Injury resembling periarteritis 


Effect on Capillary Fragility 


These materials are finding wide use by the medical profession as incorporated in the specialties 


of leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 


PHARMACEUTICAL DIVISION - ONTARIO, CALIFORNIA 


Javert, C. T., Ann. N.Y. Acad. Sci. 61, 700 (1955). 

Greenblatt, R. B., Obst. Gyn. 2, 530(1953). 

Dill, L. V., Med. Ann. Dist. of Columbia, 23, 667 (1954). 
Jacobson, B. D., Obstet. Gyn. 10, 40 (1957). 

Rinehart, J. F., Ann. Rheumatic Diseases 5, 11 (1945). 
Rinehart, J. F., Ann. N.Y. Acad. Sci. 61, 684 (1955). 

MacLean, A. L. Read at Genera! Clinical Sessions of Ophth. and 
Otolar., Southern Med. Assoc..(Nov. 24, 1947) Baltimore, Maryland 
Dresner, J. L., Am. Pract. Dig. Treatment 6, 912 (1955). 

Warter, P. J., et al, Del. State Med. J. 20, 41 (1948). 


. . . first in research to identify and make available the physiologically-active components of citrus fruits. 
REFERENCES: 


10. Boines, G. J., Ann. N.Y. Acad. Sci. 61, 721 (1955). 

11. Dietz, N., Jr., Ind. Med. Surg. 26, 229 (1957). 

12. Macon, W. L., Jr., Ind. Med. Surg. 25, 525 (1956). 

13. Martin, G. J., et al., Exp. Med. Surg. 12, 525 (1954). 

14. Fostvedt, G. A., Nut. Res. 12, 1 (1956). 

15. Beiler, J. M. and G. J. Martin, J. Biol. Chem. 171, 507 (1947). 
16. Bhagvat, K., Ind. J. Med. Res. 34,87 (1946). 

17. Fuhrman, F.A., Am. J. Physiol. 181, 123 (1955). 


18. Ambrose, A. M. and N. P. Plotnikoff, Fed. Proc. 15, 1283 (1956) 
19. Bacharach, A.L.and M.E.Coats,J.Soc. Chem. Ind.63, 198(1944). 


20. Horne, G. and H. Scarborough, Lancet 2, 66 (1940). 
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New Medicare Fee Schedules 


Medicare headquarters in Washington has begun 
the task of negotiating 55 fee schedules for services 
rendered to military dependents by physicians in pri- 
vate practice. The first group of negotiating teams, who 
came to Washington in January, represented Florida, 
New Hampshire, North Dakota, Wisconsin and Puerto 
Rico. There will be five a month through November, 
1958, all contracts being executed on a one-year basis. 

Late in December the Office for Dependents’ Medical 
Care (Medicare) issued its revised ‘Medicare Manual 
and Schedule of Allowances.” This is the official hand- 
book of nomenclature, definitions and general rules 
governing the program, together with listing of hun- 
dreds of medical and surgical procedures qualified for 
compensation. 

The manual was distributed among state medical 
societies, fiscal agents and other interested parties, 
many of whom will reproduce all or part of the text for 
guidance of participating physicians. 

Medicare’s “ground rules” for 1958, as delineated 
in the manual, provide for a number of liberalized 
features where the physician is concerned. There is a 
larger fee allowance for thorough physical examina- 
tions and complete medical histories. For the first time, 
the doctor may handle maternity cases on the trimester 
or visit basis. There is provision for office treatment of 
many minor surgical procedures—burns, sprains, 
lacerations, etc. 

Subsequent to issuance of the guide, Medicare re- 


leased a directive which clarifies compensability of 


medical treatment of epilepsy. Hereafter, physicians 
will have their bills honored for treatment of cases 
falling in one of the following categories: 

1. Convulsive seizure, cause unknown at time of the 
attack. 

2. Known cases of epilepsy in which the patient 
causes injury to himself. 

3. Known cases characterized by uncontrollable 
seizures (status epilepticus) and which require hos- 
pitalization during emergency period. 

4. Known cases which have organic lesions of the 
brain normally amenable to surgery and such surgery 
is performed. 

Excluded from eligibility are known cases that can 
be managed on an outpatient basis, those requiring 
long term or domiciliary care, cases admitted for diag- 
nostic workup when no emergency exists and those 
admitted to hospitalization for elective surgical pro- 
cedures. 

The directive concludes: 

**The classification of epilepsy as a chronic disease 
makes it necessary for the physician to clearly show 
on the DA form 1863, or on an attached report, if 
necessary, that the case meets allowable criteria. 

‘When a patient, who has epilepsy, is also suffering 
from an acute emotional disorder and the latter con- 
stitutes an acute emergency requiring treatment in a 
hospital, payment can be made only when such 
emergency is clearly shown and a certificate to that 
effect is made by the charge physician.” 


Also see the AMA Washington Report, opposite page 228. 


Ten Candidates for 1957 Ross Awards; 
Judges Selected by AAGP Committee 


THE Two winners of the Academy’s 1957 Ross Awards 
will be chosen from among ten Academy members who 
are eligible this year as candidates. Awards of $1,000 
are presented annually to two Academy members who 
have authored the most noteworthy scientific articles 
in GP during the past year. 

Dr. Arthur L. Vasconcellos, Honolulu, chairman of 
the Academy’s Ross Award Committee, will announce 
the winners during the Tenth Annual Scientific As- 
sembly in Dallas, Tex. He will make the award presen- 
tation to the winners at 3 p.M., Wednesday, March 26, 
during the afternoon scientific session. 

The winners will be decided by three judges, all 


deans of leading medical schools in the country, who 
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have been selected by the 
Ross Award Committee. 
Serving with Dr. Vascon- 
cellos are Dr. Orson B. 
Spencer, Price, Utah and 
Dr. Julius Michaelson, 
Foley, Ala. 

The judges for these 
1957 awards are Dr. John 
D. Van Nuys, dean of the 
University of Indiana School 
of Medicine, Indianapolis, 
Ind.; Dr. William W. Frye, 
dean of Louisiana State 
University School of Medi- 
cine, New Orleans; and Dr. 
Homer F. Marsh, dean of 


Arthur L. Vasconcellos, M.D. 
AAGP member from Hawaii 
is chairman of this year’s 
Ross Awards Committee. 


187 


4 
3 
’ 


RELIEF 
FROM 


ACNE 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin | 

e unblock pores... help remove blackheads 

e help prevent pustule formation | 
e minimize spread of infection 


essential adjunct to treatment 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 
washing with Fostex. Effective and well tolerated...assures patient acceptance 


and cooperation. . 

FOSTEX CREAM for thera- FOSTEX CAKE for 

peutic washing of the skin maintenance therapy to 

in the initial phase of the keep the skin dry and sub- 

treatment of acne, when stantially free of come- 

maximum degreasing and dones. 

peeling are desired. in 4.5 oz. jars in bar form 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 469 Dewitt Street Buffalo 13, New York 
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University of Miami School of Medicine, Coral Gables, 


Fla. 


Ross Award rules stipulate that an Academy member 
who has written an article for GP in collaboration with 
any nonmember physician shall not be eligible for con- 


sideration. 


The following are the member-authors and their 
contributions which are eligible: 


December, 1956 What's New in Diving Medicine? 


May, 1957 


October, 1957 


October, 1957 


October, 1957 


October, 1957 


October, 1957 


November, 1957 


November, 1957 


December, 1957 
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James K. Martins, M.p., Eleva, 
Wis. 


The Everyday Hand Shills of Sur- 
gery 

James I. Knott, M.p., San Diego, 
Calif. 


Hemostasis of Umbilical Cord 
Louis F. Hamilton, M.p., Artesis, 
N. M. 


Treatment of the Agitated Senile 
Patient with Promazine 
Edward Settel, M.p., 
N. Y. 


Brooklyn, 


The “Standard Nomenclature” in 
a General Practitioner’s Office 
Charles Baron, M.p., Covington, 
Ky. 


Whiplash Injuries 
Irwin T. Barnett, M.D. and Ber- 
tram B. Moss, M.D., Chicago, IIl. 


Some Aspects of Psychiatry in Gen- 
eral Practice 


Maurice Hyman, M.D., Louisville, 
Ky. 


Nitrogen Dioxide Pneumonia: A 
Recently Discovered Malady in Silo- 
Fillers 

R. R. Grayson, M.p., St. Louis, 
Mo. 


Literacy—The Forgotten Factor in 
Modern Diagnosis and Therapy 
Leonard Casser, M.D., Cresskill, 
N. J. 


Long-Term Anticoagulant Therapy 
William F. Putnam, m.p., Lyme, 
N.H. 


Academy Committee To Select 1958 
Mead Johnson Winner This Month 


THE TEN WINNERS of the 1958 Mead Johnson General 
Practice Residency Scholarships will be selected 
February 28 at a meeting of the Academy’s Committee 
on Mead Johnson Awards for Graduate Training in 
General Practice. 

The committee, headed by Dr. Donald H. Kast of 
Des Moines, Ia., will meet in Evansville, Ind., head- 
quarters of Mead Johnson & Company. Other mem- 
bers of the committee are Dr. Marjorie E. Conrad, 
Wilmington, Del., immediate past president of the 
committee; Drs. Jason C. Sanders, Shreveport, La. ; 
Leland S. Evans, Las Cruces, N.M. and Bernard E. 
Edwards, South Bend, Ind. 

The committee will be shown through the Mead 
Johnson plant by its medical director, Dr. W. D. 
Snively, who is also an Academy member. 

Names of the winners will be announced by Dr. 
Kast on March 25 during the Scientific Assembly in 
Dallas. The announcement will be made at 3 P.m. 
during the Tuesday afternoon scientific program in 
Dallas Memorial Auditorium. 

Established in 1951 by Mead Johnson & Company, 
the program annually provides $1,000 ny to 
ten interns and residents to 
aid them in taking a resi- 
dency in general prac- 
tice. 

Interns and young phy- 
sicians in military service 
who will be available to 
start a general practice resi- 
dency this coming July are 
eligible. The winners will 
be selected on the basis of 
scholarship, professional 
aptitude and fitness for 
general practice. 


Donald H. Kast, M.D. Will 
announce Mead Johnson 
winners for 1958. 


Dr. Louis Rittelmeyer To Become Chairman 
Of Residency Review Committee Next June 


THE NEW CHAIRMAN-ELECT of the Residency Review 
Committee for General Practice is Dr. Louis F. Rittel- 
meyer, Jr., Academy member from Jackson, Miss. He 
was elected during the committee’s regular fall meeting 
held during the American Medical Association clinical 
meeting in Philadelphia. 

The committee consists of three members from the 
AMA’s Council on Medical Education and three from 
the Academy. The AAGP members are Dr. Jesse D. 
Rising, the present chairman; Dr. William J. Shaw 
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ATARAX 
inany 


hyperemotive 


state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.L.d.; over 6 years, two tablets 
Syrup—3-6 years, one tsp. 
t.i.d.; ovér 6 years, two tsp. t.i.d. 
for adult tension and anxiety 
25 mg. tablets—one tabiet q.i.d. 
Syrup—one tbsp. q.i.d. 
for severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Sofution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 


Supplied: Tablets, bottles of 100. Syrup, 


pint bottles. Parenteral Solution, 10 cc. 
multiple-dose vials. 


Some doctors have questioned the use of yom pee in children. They feel, and 
rightly so, that these drugs should not be u as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 

2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated 
than previously accepted therapy, such as barbiturates. 


But the question arises: which tranquilizer is suitable for children? 


Most of the ee now using tranquilizers in pediatric practice have found the 
answer to be ATARAX, confirming the conclusions of repeated clinical studies. 


ATARAX is effective in a wide range of pediatric indications. 

ATARAX has produced a “striking response” in a wide range of hyperemotive states.* 
In a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, disciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 


“ATARAX appears to be the safest of the mild tranquilizers. Troublesome side 
effects have not been reported. .. .”* 


ATARAX offers two pediatric dosage forms. 

ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 

A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 

mn response. Why not, for the next four weeks, prescribe ATARAX for your 
yperemotive pediatric patients. See whether you, too, don’t find it eminently 


PEACE oF ATARAX 


* Documentation on request 
BRAND OF HYDROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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and Dr. Rittelmeyer. The 
council members are Drs. 
James M. Faulkner, Andrew 
Bunten and Warde B. 
Allen. 

Dr. Rittelmeyer will suc- 
ceed Dr. Rising as chair- 
man at the AMA meeting 
next June in San Francisco. 
Dr. Allen will take office as 
vice chairman. Dr. Arthur 
N. Springall of the council 
staff functions as secretary. 

Prior to the meeting 
there were 188 hospitals of- 
fering 765 positions in approved general practice resi- 
dencies. Over 70 per cent of the positions are filled. At 
this meeting 53 programs were reviewed—24 were new 
programs applying for approval, and the remaining 29 
were existing programs reinspected during the past six 
months. 

Not all of the new programs met the requirements 
outlined in the “Essentials of an Approved General 
Practice Residency.” They will have an opportunity to 
correct deficiencies and will be reconsidered later. 
There are now more than 200 hospitals with approved 


programs. 


Lovis F. Rittelmeyer, Jr., M.D. 
To head the Residency Re- 
view Committee for General 
Practice 


Report Shows 1956-57 Marked Highest 
Number of Freshman Medical Students 


THERE WERE more freshman medical students during 
the 1956-57 year than ever before, although the num- 
ber of 1957 graduates was slightly smaller than those 
graduated the previous year. 

The 7,791 freshmen, 105 more than in 1955-56, 
were part of the 28,852 students enrolled in this 
country’s 78 four-year approved medical schools and 
four schools of two-year basic medical science. 

This information which was included in the annual 
report from American Medical Association’s Council on 
Medical Education and Hospitals showed that the 1957 
graduates totaled 6,796, a slightly smaller group than 
the 6,845 graduated in 1956. 

The report also pointed out that the medical 
schools spent more than $200 million in 1956-57. 

Other special items of interest in the report were: 

During 1956-57 the schools of medicine at the 
University of Mississippi and the University of Missouri 
graduated their first classes. The University of Florida 
Medical School and Seton Hall College of Medicine and 
Denistry enrolled their first classes. 

Beginning in September, 1960, the University of 
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West Virginia will enroll third-year medical students. 
At present it has only a two-year school of basic 
science. First classes will be admitted at the University 
of Kentucky in 1959 or 1960. 

Thirty-three schools reported initiation or comple- 
tion of major construction projects. Nineteen began 
projects estimated to cost about $32,200,000 while 20 
completed projects representing an investment of 
$67,500,000. 

There were 1,646 women enrolled in medical schools 
during the year, and 330 women were graduated. 

Ninety American citizens were enrolled in the 12 
Canadian medical schools, while eight Canadians were 
in U.S. schools. 


APA's General Practitioner Education 
Project Sets Up Speakers Bureau 


Tue General Practitioner Education Project of Ameri- 
can Psychiatric Association has set up a Speakers 
Bureau which can supply names of APA members who 
are available for talks on psychiatric subjects during 
their various holiday travels in the United States and 
Canada. 

This Speakers Bureau is a part of the project’s pro- 
gram which is designed to help general practitioners 
take a more active role in handling psychiatric prob- 
lems of their patients. 

A liaison committee, composed of members of the 
American Academy of General Practice and APA, serve 
in an advisory capacity to this project. Academy mem- 
bers comprising the AAGP half of the committee are 
Dr. Andrew S. Tomb, chairman; Drs. E. Irving 
Baumgartner, Lawrence E. Drewrey, I. Phillips Froh- 
man and Richard G. Gwartney. 

There are five APA members on the liaison com- 
mittee. The project is spearheaded by Dr. Charles E. 
Goshen as project director. 

Requests for speakers from the Speakers Bureau 
should be sent to: General Practitioner Education 
Project, American Psychiatric Association, 1785 
Massachusetts Avenue, N.W., Washington 6, D. C. 


Qualification Examination Being Set 
By Council for Foreign Medical Graduates 


Tue First American Medical Qualification Examina- 
tion for foreign medical graduates already in this 
country is expected to be given either this month or 
next and the second such examination for foreign 
medical graduates both here and abroad will be held 
either in July or August. 
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recommend DeVilbiss 
when you prescribe 


TREATMENT FOR 
RESPIRATORY 
INFECTIONS 


NO. 114 


ALL PURPOSE ATOMIZER 
SPRAYS ANY SOLUTION 


NO. 15 
ADJUSTABLE TIP ATOMIZER 
FOR NON-CORROSIVE 


FINE SPRAY ATOMIZER 


VOLUME VOLUME NEBULIZER 
NEBULIZER NEBULIZER RETAIL 
RETAIL RETAIL $5.00 
$2.50 $3.50 


DeVilbiss 


has the right 
instrument for 
the correct 
application 
of your 
prescriptions, 


NO. 41 
POCKET 


— 
MEDIUM MAXIMUM 


STEAM VAPORIZER 
1010 14 HOUR 


Mean  DeEVILBISS 


SPRAYS ANY SOLUTION 
$2.00 NO. 119 
ALL PURPOSE 


THE DeVILBISS CoO. 
SOMERSET, PA. 


Since 1888 ... three generations of 
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These tests will be under the auspices of the Educa- 
tional Council for Foreign Medical Graduates which 
went into action last November. The council has its 
offices in the Orrington Hotel, Evanston. The execu- 
tive director is Dr. Dean F. Smiley, former secretary of 
the Association of American Medical Colleges. 

Dr. Smiley says the council will distribute informa- 
tion to foreign medical graduates regarding the op- 
portunities and difficulties involved in coming to the 
U.S. on an exchange student visa to take intern or 
resident training in a U.S. hospital, or coming on an 
immigrant visa with the hope of becoming licensed to 
practice. 

The council will make available to properly qualified 

foreign medical graduates, while still in their own 
country, all information on how to obtain certification. 
This involves the following three-way screening pro- 
cess: 
1. The council will certify that a student’s educa- 
tional credentials have been checked and found meet- 
ing minimal standards—18 years of formal education, 
including at least four years in a bona fide medical 
school, but excluding hospital training. 

2. The council will certify that the command of 
English has been tested and found adequate for as- 
suming an internship in an American hospital. 

3. The council will certify that the general knowl- 
edge of medicine, as evidenced by passing of the 
American Medical Qualification Examination, is ade- 
quate for assuming an internship in an American 
hospital. 

The results of the three-way screening will be made 
available to hospitals, state licensing boards and 
specialty boards which the foreign graduates designate. 

Dr. Smiley emphasizes that the council will not 
serve as a placement agency either for interns or resi- 
dents; it will not attempt to evaluate the teaching pro- 
gram or inspect or approve any foreign medical school ; 
and it will not act as an intercessor for foreign medical 
graduates having problems under discussion by state 
boards of medical licensure or specialty boards. 


Film on Histoplasmosis Available 
For Local Medical Group Showing 


AN EDUCATION FILM on histoplasmosis, prepared by the 
University of Kansas School of Medicine, is available 
for showing over local TV stations or at medical group 
meetings. 

The film is a kinescope of a television show pre- 
sented recently by the University of Kansas over a 
Kansas City, Mo. station. It was prepared in collab- 
oration with Public Health Service. 
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able to meet on current income. 


Pinpointing the Need—Jeaders in the National Fund for Medical Educa- 
tion discuss the nation’s medical schools’ “struggle for solvency.”” Shown 
pinpointing the need are Mr. John E. McKeen (center), president of Chas. 
Pfizer ¢> Co., Inc. and chairman of the fund’s Drug and Pharmaceutical 
Division; Mr. S. Sloan Colt (left), New York banker who heads up the 
fund and Dr. Joseph C. Hinsey, director, New York Hospital-Cornell 
Medical Center and former president of Association of American Medical 
Colleges. Mr. McKeen points out that the medical schools face respon- 
sibilities for training, research, service and leadership that they are un- 


Dr. David S. Ruhe, director of the Department of 
Audiovisual Education at KU, says the increasing need 
for education of physicians in the problem of histo- 
plasmosis is quite evident by the increasing frequency 
of reports of this disease from the midwestern area of 
the United States. 

For loan of the 30-minute film, persons may contact 
David S. Ruhe, M.D., director of Department of Audio- 
visual Education, University of Kansas Medical Center, 
39th and Rainbow, Kansas City, Kan. 


Forty-five American Medical Schools 
Are Teaching Disaster Medicine 


THE NUMBER of American medical schools participating 
in a special program dealing with the problems of 
military and disaster medicine has risen from five in 
1952, the year it was started, to the present 45. 

The cost of the program, Medical Education for 
National Defense (MEND), averages $10,000 per 
school per year, or about $30 per student. 

The program is carried out in medical schools un- 
der the supervision of the individual school in what- 
ever manner the faculty sees fit. 

Activities in the medical schools include special 
lectures, conferences and demonstrations in surgery of 
trauma, war wounds, radiobiology, defense measures of 
chemical and biologic warfare, aviation medicine and 
various other medical civil defense problems. 
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March 1 Is Deadline for Advance 
Registration at Assembly in Dallas 


Marcu | is the deadline for all members who wish to 
be registered in advance of this year’s Scientific As- 
sembly, being held March 24-27 in Dallas. 

Those who have registered in advance in the past 
recognize the advantages of not having to wait in line 
and fill out cards when they arrive at the Assembly. 

All members who make hotel reservations before 
March 1 will receive a badge, in duplicate, through 
the mail which will be prepared at the headquarters 
office in Kansas City. 

A special registration desk will be set up at the 
Dallas Assembly for those registered in advance. The 
member need only turn in the duplicate badge to pick 
up his official program and badge holder. 

The member’s name will be published in the Daily 
Bulletin from the duplicate badge. In this way the 
names of members who had planned to attend but can- 
celled at a late date will not be published. 


Dr. Fount Richardson, Fayetteville, Ark., chairman of 
the Academy’s Board of Directors, has been elected 
chairman of the council of Southern Medical Asso- 
ciation. His selection came at its meeting November 
11-14 in Miami Beach, Fla. Another Academy mem- 
ber, Dr. J. P. Culpepper, Jr., Hattiesburg, Miss., 
immediate past president of Southern Medical, is 
serving on its board of trustees. 


Medical News in Small Doses: 


AcapeMy Memser Harry C. Bates, Jr., of Arlington, Va. 
was installed as president of the Medical Society of 
Virginia during its recent annual meeting in Washing- 
ton, D. C.—the first time in the society’s over one- 
hundred-year history that its president has come from 
the Tenth District .... University of Michigan’s 
medical school dean, Dr. Albert C. Furstenberg, says a 
$100-a-year contribution from each physician to his 
alma mater would make the United States a healthier 
nation. His idea would provide $18 million a year to 
help provide medical manpower for teaching, research 
and patient care .... Late in November about 40,000 
administrative workers in Britain’s socialized medicine 
system began a ban on overtime work. This protest was 
against a veto by the health minister, Derek Walker- 
Smith, of a 3 per cent wage increase to have been 
awarded certain classes of health service workers by a 
joint government-employee negotiating panel . . . . Dr. 
Daniel Blain, medical director of American Psychiatric 
Association since 1948, will resign from that post, 
eflective this coming September. Dr. Blain will con- 
tinue to direct special projects for APA, however . .. . 
During the July, 1956—July, 1957 year, United States 
and Canadian medical schools received grants totaling 
$1,409,000 from the John and Mary R. Markle Founda- 
tion... . The new president-elect of the Harris County 
(Texas) Medical Society is Academy Member Donald 
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M. Gready of Houston. Dr. Gready is a past president 
of the Harris County Academy of General Practice 
.... A new bibliography, “Employment of the Physi- 
cally Handicapped,” has been completed jointly by the 
Library of Congress and the President’s Committee on 
Employment of the Physically Handicapped, according 
to Maj. Gen. Melvin J. Maas, committee chairman. In- 
cluded are sections on legislation affecting the handi- 
capped, workmen’s compensation, selective placement, 
government employment, employment and rehabilita- 
tion counseling . . . . A Board of Scientific Counselors 
has been established by Public Health Service to re- 
view, discuss and make recommendations concerning 
the research conducted by National Cancer Institute at 
National Institutes of Health, Bethesda, Md., and in 
the field. The new six-man group is composed of out- 
standing non-federal scientists .... Dr. Carl. F. 
Schmidt, professor of pharmacology at University of 
Pennsylvania Medical School, Philadelphia, has been 
named editor of Circulation Research, bimonthly 
scientific journal of American Heart Association. He 
replaces Dr. Carl J. Wiggers, Western Reserve Uni- 
versity Medical School, who has retired as editor... . 
A new nonprofit foundation has been established to 
support and stimulate research, clinical and education- 
al programs in Tay-Sachs disease and allied heredo- 
familial, neuro-degenerative diseases of infancy and 
childhood. It is known as National Tay-Sachs Associa- 
tion, Inc., New York Chapter. 
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DAVOL TELLS MOTHERS, ASK YOUR DOCTOR 


about the new 


Infant Nasal Aspirator 
We believe the Nasal Aspirator has definite pe 
advantages over other methods of removing Fc 
mucus. However, since your diagnosis will to 
determine the most suitable treatment, we suggest ) 
to mothers, “Talk it over with your doctor.” cl 
Her confidence in your explanation and di 
instruction is the most important step toward C 
helping a mother understand this easy 
method of overcoming nasal stoppage. Should ba 
you feel it desirable to recommend the Davol tu 
Infant Nasal Aspirator, it is now available in pure ti 
white rubber at leading drug stores. . 
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RUBBER COMPANY 


PROVIDENCE 2. R. I. 


GP Volume XVII, Number 2 


: 9.00 ; that 
on 
Gr 
Tt 
D. 
DAVOL 
“ag 
196 ( 


or 2 


ASSEMBLY 


Thursday Finale Scores with Presentations on Trauma and Hypnosis 


WirH TONGUE IN CHEEK, we are tempted to announce 
that the Thursday morning program of the 1958 As- 
sembly will open with a bang. Actually, the panel will 
be discussing the medical-surgical sequences to a bang 
or a crash—or any other descriptive word that spells 
“accident.” Under the general heading of “trauma,” a 
team of four experts will examine the problems of han- 
dling the traumatic patient, as they pertain to the role of 
the general practitioner. There will be three 15-minute 


discussions covering three of the principal areas of in- 
jury, followed by a 15-minute question and answer 
period. 

The first presentation will deal with new concepts of 
handling fractures, in terms of reduction, application 
of casts with proper padding and problems of reha- 
bilitation following cast removal. The second quarter 
will be devoted to head injuries, recognition of the 
various complications associated with them and the 
initial handling (a problem faced most often by the 
man in general practice.) The final area of discussion 
will be the problem of hand injuries, with principal 
attention to initial care and the differentiation between 
those which can be taken care of in the office and those 
which require hospitalization. 


Team To Discuss Trauma 


Calling signals for this team will be Dr. N. J. Gian- 
nestras of Cincinnati, chairman of the Ohio Committee 
on Trauma. Dr. Giannestras was born in Macedonia, 
Greece in 1909, came to America at the age of three, 
received his undergraduate and medical degrees from 
Tufts University and completed training in his chosen 
specialty at New York Orthopedic Dispensary and 
Hospital. 

During World War II he served as chief of ortho- 
pedic service at various Air 
Force hospitals. In addition 
to his private practice, he is 
clinician in the orthopedic 
division of the University of 
Cincinnati. He has written 
extensively for the litera- 
ture, particularly on correc- 
tive osteo-surgery, plus a 
sound movie on ‘‘Flat Foot 
Plasty.”” 

“Fractures” will be pre- 
sented by Dr. Harrison L. 
McLaughlin, who is pro- 
fessor of clinical orthopedic 
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surgery at College of Physicians and Surgeons, Colum- 
bia University, and attending orthopedic surgeon at 
Presbyterian and New York Orthopaedic hospitals. Dr. 
McLaughlin modestly limits his personal report to the 
facts of his medical degree from Queen’s University, 
Ontario, Canada, circa 1933, and to his membership in 
the American College of Surgeons and the American 
Association for the Surgery of Trauma. Our spies tell 
us he is also one of the country’s top authorities on the 
handling of fractures. 

To find an equal authority on the care of hand in- 
juries, the team put its finger on another Ontario— 
this one a street in Chicago, where resides Dr. Michael 
L. Mason, professor of surgery at Northwestern Uni- 
versity. 

Dr. Mason is distinguished for his association with 
Dr. Sumner Koch for the past 31 years and for his edi- 
torial services with Surgery, Gynecology and Obstetrics 
and with the Journal of Bone and Joint Surgery. Among 
his many professional affiliations are the Association 
for the Surgery of Trauma, the American Association 
of Railway Surgeons, the Excelsior Surgical Society 
and the American Society for the Surgery of the Hand 
(of which he was president in 1951). 

Final participant in the trauma panel will be Dr. 
Frank H. Mayfield, chairman of the Departments of 
Neurosurgery at Good Samaritan and Christ Hospitals, 
Cincinnati, and member of the board of directors of the 
University of Cincinnati. 

He is also a member of the American College of 
Surgeons Committee on Trauma. A fellow of the Ameri- 
can Association for the Surgery of Trauma, he has the 
distinction of being a past president of the American 
Academy of Neurological Surgery, the Ohio Neuro- 
surgical Association and the Cincinnati Society of 
Neurology and Surgery. 


Trauma Panelists—Coordinator for the symposium on trauma will be Dr. N. J. Gianestras of 
Cincinnati, (far right). Shown left to right are Dr. Frank H. Mayfield of Cincinnati, Dr. Harrison 
L. McLaughlin of New York City and Dr. Michael L. Mason of Chicago, Ill. They will discuss head 
and neck injuries, fractures and hand injuries, respectively. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


is there any correlation between 
the amount of protein in urine and 
the grade of heart failure? 


Yes. There is a fairly positive correlation. 
Source —Race, G. A.; Scheifley, C. H., and Edwards, J. E.: Circulation 13:329, 1956. 


Proteinuria In Cardiac Failure 
Mg. % Protein 
0 100 20 3 4 50 6 70 80 9 100 


23 patients 


I (31 patients) < > 
7 patients 


IV. (11 patients) 


“‘dip-and-read”’ tests 
adjuncts in Clinical Medicine 


4 LBUST IX Reagent strips for proteinuria 


TRADEMARK 


KETOSTIX Reagent strips for ketonuria 


TRADEMARK 


CLI N ISTIX Reagent strips for glycosuria 


/\ AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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To Dispel Mysticism of Hypnosis 


The fundamental objectives of the physician are the 
promotion of healing and the encouragement of good 
health. In their accomplishment he uses many tools. 
In recent years the role the mind plays in health has 
been increasingly recognized and we have rediscovered 
and refined the relatively old art of hypnosis. From 
this background, the committee felt it would be de- 
sirable to spell out the principles of hypnotic induction 
and to examine its potential usefulness in the medical 
amentarium. Three outstanding authorities on the 
medical uses of hypnosis will present this discussion. 

The different levels of the hypnotic state will be de- 
sctibed (and possibly demonstrated) with reference to 
some of the phenomena associated with each. In point- 
ing out that these phenomena are not peculiar to 
hypnosis, the panel hopes to dissolve some of the veil 
of mysticism that has held back complete acceptance 
of this technique by both the public and the profession. 

Mysticism is further dispelled when some of the 
medical conditions which respond readily to hypnotic 
therapy are considered: migraine headaches, nausea 
and vomiting of pregnancy, menstrual cramps, frigidity, 
bed wetting, insomnia, neuro-dermatitis and alcohol- 
ism. In addition, of course, there is the more generally 
recognized function as a substitute for, or a reinforce- 
ment of, narcotics in the relief of pain. 

All three members of the panel emphasize that they 
use this procedure in their daily practice, that its use 
requires no magical gifts or Svengali-like powers, and 
that it can greatly augment the effectiveness of any 
physician or dentist in the practice of his healing arts. 
This 60-minute period promises to be one of the most 
unusual—and perhaps one of the most useful—dis- 
cussions ever presented on an Assembly program. 

Moderator of this discussion will be William T. 
Heron, Ph.D., professor of psychology at the Univer- 
sity of Minnesota. Dr. Heron is highly qualified in his 
subject, having taught a course on the scientific princi- 
ples of hypnosis to university students for the past 15 
years. Since 1949 he has also conducted courses in the 
application of hypnosis for groups of professional men. 
He is a member of the American Psychological Associ- 
ation, the British Society for Medical Hypnotism, the 
American Society for Clinical Hypnosis and the Society 
for Clinical and Experimental Hypnosis. Dr. Heron 
has contributed many scientific articles on diverse 
phases of psychology and is the author of the text- 
book, “Clinical Applications of Suggestion and Hyp- 
nosis.”” 

Our second panelist will be Dr. Milton H. Erickson 
of Phoenix, Ariz. Dr. Erickson is a graduate of the 
University of Wisconsin, interned at Colorado General 
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Assembly Finale a Hypnosis Panel—William T. Heron, Ph.D. of 
University of Minnesota (far right) will moderate the discussion on 
medical hypnosis. Other panelists are Academy Member Maurice 
E. Bryant of Colfax, Wash. (left) and Dr. Milton H. Erickson of 
Phoenix, Ariz. 


and Colorado Psychopathic Hospitals, was for many 
years professor of psychiatry at Wayne University, 
Detroit, and more recently is the senior faculty mem- 
ber of the Chicago Seminars on Hypnosis and visiting 
professor at Michigan State College Graduate School. 
He is a member of all of the principal societies in the 
fields of psychiatry, psychosomatic medicine and 
hypnosis. He has made nearly 70 contributions to the 
professional literature, has a textbook or two to his 
credit and authored the section on hypnotism in both 
Encyclopedia Britannica and Colliers Encyclopedia. 

As evidence that hypnotism is neither mumbojumbo 
nor a field limited to psychiatric specialists, the third 
discussant on this panel is a family doctor—in fact, a 
member of the Washington Academy of General Prac- 
tice—Dr. Maurice E. Bryant, of Colfax, Wash. Dr. 
Bryant is clinical associate in general practice on the 
faculty of the School of Medicine of the University of 
Washington. He is also guest instructor in medical 
hypnosis at the Portland Academy of Hypnosis, and 
guest instructor in hypnodontics at the University of 
Oregon Deatal School. 

Dr. Bryant pretty well summed up his attitude on 
this subject in the final sentence of his letter accepting 
the invitation to appear on this Assembly program: “I 
sincerely believe that a good workable course in hyp- 
nosis should be presented to the graduating seniors in 
all medical and dental schools.” 


Many Special Observances Planned 
For AAGP’s Tenth Anniversary Assembly 


THE PROGRAM of extracurricular activities will also be 
a drawing card at the Academy’s Tenth Anniversary 
Scientific Assembly next month. 

The stage for the entire anniversary observance will 
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IN the diet planned to reduce obesity it appears a 
especially important that the total allowed cal- Sy 
orie intake be well distributed over the day’s 7 
customary three meals. A ratio of approximately ant 
25% of the day’s calories at breakfast, 35% at 
luncheon, and 40% at dinner has found wide ' 
acceptance. 
tes 
Thus a sensible reducing regimen begins with 7 
a 
a sensible breakfast—one which contributes a Hi 
reasonable share of the day’s total requirement P 
t 
of all essential nutrients, provides approximately \ 
one-fourth of the day’s calories, and prevents ¢ 
undue hunger and helps maintain acuity during ; 
the morning hours. \ 
Quaker Oats and Mother’s Oats, 2 
the two brands of oatmeal offered A bowl of steaming oatmeal (34 cup cooked D 
by The Quaker Oats Company, are oatmeal, 4 ounces skim milk, and 1 level tea- ) 
identical. Both brands are avail- P 
able in the Quick (cooks in one spoon sugar) fits well into such a breakfast, I 
minute) and the Old-Fashioned whether the total calorie allowance be 1000, I 
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ent value. 1200, or 1600 calories per day. 
———-NUTRIENT CONTENT OF THE OATMEAL BREAKFAST SERVING 
(% cup cooked oatmeal, 4 ounces skim milk, and 1 level teaspoon sugar) 
Approximately 170 calories 
Carbohydrate............... 28.0 Gm. 1.38 mg. 
ers: 0.23 mg. Phosphorus................ 235 mg. 
0.13 mg. 0.35 mg. 
Pantothenic acid............ 0.66 mg. Manganese................. 1.45 mg. 
0.8 mcg. 65 mg. 
A 300 calorie breakfast of 4 ounces of orange juice, the serving of oatmeal, a slice of 
lightly buttered toast, and coffee or tea (with artificial sweetener, if desired) is a 
sensible, satisfying, and nutritious morning meal in the reducing regimen. 
The Quaker Oats @mpany 
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set with the showing at 3 p.m. Monday, March 24, 
n Dallas Memorial Auditorium of the historical film, 
sroduced by Wyeth Laboratories, covering the Acad- 
my’s first ten years. The 20-minute film is titled 
‘Building for Tomorrow.” 

Monday evening has been set aside as Chapter Func- 
Lo Night and many state chapters will be planning 
dinners and receptions. The Texas chapter will lead 
off the evening with a Texas party for all doctors and 
wives. 

The following day’s special activities include the 
annual Delegates’ Dinner and a concert of the Dallas 
Symphony Orchestra. The Delegates’ Dinner is re- 
served for members of the Congress of Delegates, their 
spouses, officers of Dallas Southern Clinical Society 
and their wives, guest speakers and wives, past presi- 
dents and their wives as well as Academy directors 
and officers and their wives. 

The Delegates’ Reception and Dinner will begin at 
6:30 p.M. in the Statler Hilton. A past presidents’ 
testimonial ceremony will be held during the dinner. 
Medals will be presented in handsome leather cases to 
all past presidents of the Academy by President-elect 
Holland T. Jackson. Those to be honored are Drs. 
Paul A. Davis, Akron, Ohio; Elmer C. Texter, De- 
troit, Mich.; Stanley R. Truman, Oakland, Calif.; 
Jason P. Sanders, Shreveport, La.; Rufus B. Robins, 
Camden, Ark.; U. R. Bryner, Salt Lake City, Utah; 
William B. Hildebrand, Menasha, Wis.; John R. 
Fowler, Barre, Mass.; J. S. DeTar, Milan, Mich. and 
Malcom E. Phelps, El Reno, Okla. (See cuts.) 

Persons who will not be attending the Delegates’ 
Dinner will be invited to hear the Dallas Symphony at 
Memorial Auditorium. The concert to be held at 8:30 
pM. is being sponsored by the Texas chapter, the 
Dallas Southern Clinical Society and Merck Sharp & 
Dohme. 

Tuesday has also been set aside to honor members 
of the Century Club. The Academy will be host at a 
luncheon at 12:15 p.m. in the Statler Hilton. The 
Century Club, founded in 1952, is comprised of per- 
sons who have contributed $100 to the Academy’s 
Building Fund. Any person who has contributed $100 
prior to the luncheon will be invited. 

Wednesday’s activities will culminate in the Inaugur- 
ation Ceremony for Dr. Holland T. Jackson at 8 P.M. 
in the Statler Hilton. At 9 p.m. the President’s Re- 
ception and Dance will be held in the Grand Ballroom. 
All doctors and their wives will receive an invitation to 
attend the reception and to greet the honoree, Retiring 
President Malcom E. Phelps, and Mrs. Phelps. 

His Excellency, Bishop Gorman of the Dallas-Fort 
Worth diocese has granted a dispensation to all 


Catholic members who will attend the Assembly. 


Paul A. Davis, M.D. Elmer C. Texter, M.D. 
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A NEW “eo, 
TREATMENT FOR 


ARTERIOSCLEROSIS 


A recent clinical investigation! of 59 cases of generalized 
arteriosclerosis, treated with lodo-Niacin Tablets for over a 
year, showed relief of dizziness in 71% of cases, of vague 
abdominal distress in 87%, of chronic headaches in 61%, 
and of disorientation in 50%. 


There was no symptom of iodism or other side-effect in any 
case, even when large doses were maintained. 


lodo-Niacin Tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg (% gr.). It 
has been established that niacinamide hydroiodide' prevents 
and corrects iodism specifically. 


Long continued administration of iodides is believed to absorb 
cellular exudates in the arterial walls.2 Many medical authorities 
recommend iodides for arteriosclerosis but warn against 

the hazard of iodism. 


100 tablets, slosol-coated, pink, also in ampuls. 


The recommended dose of lodo-Niacin is 2 tab- 
lets three times daily. Supplied in bottles of | 0) ) 0 N AC N° 


IODIDE THERAPY WITHOUT IODISM 


! Feinblatt, T. M., Feinblatt, H. M., and 
Ferguson, E. A., Am. J. Digest. Dis. 
22:5, 1955. 


2 Sollmann, T., Manual of Pharmacology, 
8th ed., 1957, p. 1121. 


---- Write for professional samples and literature 


Cole Chemical Company 
3721-27 Laclede Ave., St. Louis 8, Mo. 
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Gentlemen: Please send me professional literature and samples of 1ODO-NIACIN. 


CHEMICAL COMPANY 


3721-27 Laclede Ave., St. Louis 8, Mo. 


*U.S. PATENT PENDING 
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»si-Assembly Travelers Will Have 
thoice of Many Special Trips in Mexico 


PERSONS PLANNING to attend the Invitational Scientific 

ongress in Mexico City following the Assembly will 
have their choice of one of two excellently planned 
trips from Dallas to Mexico, as well as an opportunity 
o take advantage of any of the five special extension 
tours. 

The trips from Dallas to exotic Mexico, arranged by 
Lee Kitkland Travel of Kansas City, are by both plane 
and train. Rail travelers will leave Dallas at 5 p.m., 
March 27, the closing day of the Assembly, and arrive 
in Mexico City March 29. Air travelers will leave one 
day later, arriving the same day in Mexico City. Both 
groups will be greeted by a colorful Marichi band. 
Persons on both Trips One and Two will spend 
Saturday, March 29, sightseeing and attending a re- 
ception. The sightseeing drive of the city will encom- 
pass the Cathedral, National Palace, Flower Market, 
glass factory, residential section and Chapultepec 
Park, with a tour through the castle. That night, the 
Belvedere Room atop the Continental Hilton will be 
the setting for the reception and cocktail-buffet supper. 
The following day the visitors will go to Xochimilco, 
the “Venice of Mexico,” stopping at the Palace of 
Fine Arts to see the magnificent Tiffany glass curtain. 
After lunch, the group will go to the Bull Ring for an 
exciting afternoon of watching a bull fight. 

Monday, March 31, is reserved for the Invitational 
Scientific Congress which will be held at the fabulous 
University of Mexico. 

The following day has been scheduled by Kirklands 
for a trip to the famed Pyramids of the Sun and Moon 


huacan. Enroute, the group will visit the Shrine of 
Guadalupe and Monastery of Acolman. That evening 
there will be a gala dinner party at Mexico City’s finest 
theatre-restaurant—El Patio. 

On April 2 the travelers 
will leave either for home 
or on one of five extension 
trips. Extension A which 
will go to Cuernavaca, Tax- 
co and Acapulco will cover 
five days. Extension B, last- 
ing four days, will go to San 
Miguel Allende, Guanajua- 
to, Morelia, Patzcuaro and 
San Jose Purua. 

dn. The three-day Extension 


vilationa! Scientific Congress C will go to Cholula, Te- 


arranged under his leader- huacan, Orizaba, Cordoba, 
ship. Fortin and Puebla. The 
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and to the Temple of Quetzalcoatl in ancient Teoti-. 


longest of the extension trips is D which will go to 
Guatemala and Yucatan, lasting ten days. The special 
Extension X lasts four days and is for those desiring 
only to visit Acapulco in connection with Trips One 
or Two—or after an extension trip. 

Full details and arrangements can be made through 
Lee Kirkland Travel of Kansas City, Mo. 


Program Set for Invitational Scientific 
Congress Next Month in Mexico City 


Tue ProcraM for the 1958 Invitational Scientific Con- 
gress on March 31 in Mexico City which will immed- 
iately follow the Academy’s Tenth Annual Scientific 
Assembly has been prepared under the leadership of 
Dr. Norman R. Booher, member of the Board of Direc- 
tors from Indianapolis, Ind., and a special committee 
comprised of Drs. Floyd C. Bratt, Rochester, N. Y. 
and M. C. Wiginton, Hammond, La. 

The day-long schedule will begin at 8:30 a.m. when 
doctors and their wives will go from their respective 
hotels (the Continental Hilton and the Reforma) to the 
University of Mexico. There they will be taken on a 
tour of the University by English-speaking student 
guides. 

Beginning at 11 a.M., the scientific program will 
get under way witha talk on ‘Developments in Tropical 
Diseases” by Dr. Miguel E. Bustamente, director of the 
Department of Preventative Medicine at the University 
of Mexico. 

Following this 45-minute presentation, Dr. Antonio 
Gonzalez Ochoa, head of the Department of Mycology 
at the Institute of Public Health and Tropical Diseases 
of Mexico City, will speak at 11:45 a.m. on “Tropical 
Mycology.” 

The final scientific presentation at 12:15 p.m. will be 
on “Malnutrition Problems in Mexico,” by Dr. Federico 
Gomez, director of the Children’s Hospital of Mexico 
City. 

At 1:15 p.m. the doctors and their wives will attend 
a luncheon. After luncheon there will be a tour of the 
residential section of University City, visiting various 
private homes and gardens. These arrangements have 
been made through the courtesy of the University of 
Mexico and the E. R. Squibb Co. The group will re- 
turn to their hotels at 5 p.m. 

Physicians from the United States attending the 
meeting will be asked to pay a registration fee of $25 
to defray expenses of the scientific meetings, printing 
of the program and publishing of the proceedings which 
serves as a certified record of attendance. 

The committee has arranged for all the papers to be 
presented in English so that the most may be derived 
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Addition of neomycin to the 


for enteric use: it is effectively 
bacteriostatic against néomycin- 
susceptible pathogens; and it is 
relatively non-absorbable. 


Robins 
Informational 


literature 
available 


upon request. 


effective DoNNAGEL formula assures 
even more certain control of most 

of the common forms of diarrhea. 
eS Neomycin is an ideal antibiotic 


The secret of DoNNAGEL WiTH Neomycin’s clinical dependability 
lies in the comprehensive approach of its rational formula: 


ANTIBIOTIC - 


a NEW antidia 
of virtually all: 


COMPONENT ACTION BENEFIT 
in each 30 cc. (1 fi. oz.) 
Neomycin base, 210.0 mg. antibiotic Affords effective intestinal bact 
(as neomycin sulfate, 300 mg.) riostasis. 
Kaolin (6.0 Gm.) adsorbent, Binds toxic and irritating substa 
demulcent. ces. Provides protective coati 
for irritated intestinal mucosa. 
Pectin (142.8 mg.) protective, Supplements action of kaolin 2 
demulcent an intestinal detoxifying a 
demulcent agent. 
Dihydroxyaluminum antacid, Enhances demulcent and detot 
aminoacetate (0.25 Gm.) demulcent fying action of the kaolin-pect 
suspension. 
Natural anti- Relieves intestinal hypermotilit 
(00194 mg.) spasmodic and hypertonicity. 
hyoscine hydrobromide (0.0065 mg.) 
Phenobarbital (14 gr.) sedative Diminishes nervousness, stré 


INDICATIONS: DONNAGEL witH NEeomyYcIN 
is specifically indicated in diarrheas or 
dysentery caused by neomycin-suscep- 
tible organisms; in diarrheas not yet 
proven to be of bacterial origin, prior to de- 
finitive diagnosis. Also useful in enteritis, 
even though diarrhea may not be present. 


SUPPLIED: Bottles of 6 fl. oz. At all pre- 
scription pharmacies. 


A. H. ROBINS CO., INC., RICHMOND 20, VA. 


and apprehension. 


DOSAGE: Adults: 1 to.2 tablespoonfuls (! 
to 30 cc.) every 4 hours. Children over 
year: 1 to 2 teaspoonfuls every 4 hou 
Children under 1 year: 1/ to 1 teaspo0 
ful every 4 hours. 


ALSO AVAILABLE: Donnacet, the origin 
formula, for use when an antibiotic is ™ 
indicated. 
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from each subject. Dr. Santiago Castro Estrada of E. R. 
Squibb and Sons aided in arranging the program. 
While the doctors are attending the meeting, the 
ladies are invited to attend an especially planned pro- 
m in the University Auditorium presented by key 
faculty of the School of Humanities on the subjects of 
Mexican art, archaeology and history. 


Ladies Complete Entertainment 
Details for Forthcoming Assembly 


Final DETAILS of activities for the ladies and children 


® during the Academy’s Tenth Anniversary Scientific 


Assembly in Dallas next month have been completed 
by the Ladies Entertainment Committee. 

Its chairman, Mrs. Warren Shoecraft, reports that 
the children’s entertainment on Tuesday, March 25, in 
the Statler Hilton will center around Mr. Stanley 
Green, the Funny Man. Mr. Green will have a program 
of games, puppets, stunts, stories, magic tricks, musical 
activities, riddles and jokes. His reputation is well 
known in Texas—just recently he entertained at the 
birthday party of 6-year-old Cissie Shivers, daughter of 
Governor and Mrs. Allan Shivers in Austin, Tex. 

Preceding Mr. Green’s performance, the children are 
promised a luncheon which will have kiddie-appeal. 

While the children are being entertained in the 
Gold Room, the mothers will gather in the Statler 
Hilton’s Grand Ballroom for their annual luncheon- 
fashion show. Dallas’ fashion showcase, Neiman-Mar- 
cus, will present the showing, using 15 of their own 
models. The Johnny Cola Orchestra will play during the 
luncheon and for the fashion show. Special guests will 
include the wives of Academy officials, speakers’ wives 
and wives of officers of Dallas Southern Clinical Society. 

The Wednesday schedule, built around a book re- 
view and tea, will be held at 2 p.m. in the Embassy Ball- 
toom. Mrs. V. Y. Rejebian of Dallas, who has con- 
siderable reputation as a reviewer in that city, will give 
the book review. During tea a string trio, comprised of 
wives of DSCS members, will play. All of these ladies 
are accomplished musicians. 

Last month Mrs. Shoecraft announced that there 
will be a garden show on Sunday, March 23, in the 
General Exhibits Building at Fair Park, preceding the 
opening of the Assembly. Tickets may be purchased at 
the ladies’ registration area Saturday afternoon and 
Sunday morning. Chartered busses will take the ladies 
to the show. 

Beginning on Saturday, March 22, through Thurs- 
day, March 27, there will be a Ladies’ Hospitality 
Lounge at the Statler Hilton. 

On opening day, the women are especially invited 
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to attend the afternoon scientific program. This will 
also give them a chance to see the Academy’s tenth 
anniversary historical film, prepared by Wyeth Labor- 
atories, which will be shown at 3 p.m. in Dallas Memo- 
rial Auditorium. 

As announced earlier, permission was requested for 
special dispensation for Catholics during this Lenten 
week. His Excellency, Bishop Gorman of the Diocese 
of Dallas-Fort Worth has granted a dispensation for 
Catholic members who will be attending the Assembly. 

The vice chairman of the ladies committee will be 
Mrs. George V. Launey. Other committee members and 
their assignments will be: 


Hospitality Lounge—Mrs. J. O. S. Holt, Jr. and 
Mrs. Benjamin Barzune 
Registration—Mrs. W. E. Haley 
Tickets and Reservations—Mrs. Thomas A. Regnier 
Information—Mrs. P. C. Funk 
Transportation—Mrs. Edward L. Evans 
Decorations—Mrs. Walter H. Patton 
Publicity—Mrs. Wright K. Smith 
Garden Center Flower Show—Mrs. Leonard B. Hurt 
Luncheon and Neiman-Marcus 
Fashion Show—Mrs. Allen Fain 
Children’s Lunch and Entertainment—Mrs. Ben W. 
Bowden . 
Book Review and Tea—Mrs. George V. Launey 


"I'd like to retain the TV rights” 
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- . . in a single, inclusive antiasthmatic tablet. 
Slow release of coated KI prevents “dumping” 
and promotes long-lasting liquefaction of sticky, 
mucous plugs. Uncoated aminophylline assures 
high theophylline blood levels for greater protec- 
tion and extra bronchial dilatation. Protective fac- 
tors guard against gastric irritation usually caused 
by therapeutic oral doses of aminophylline. 


essential actions for 
superior asthma therapy 


each Dainite-KI tablet contains: 


Potassium 
Phenobarbital....... 
Ethyl aminobenzoate............ % gf. 
Aluminum hydroxide........... 24% gr. 


comprehensive protection for 
the asthmatic 


Irwin, Neisler & Co. + Decatur, Illinois 


GP Volume XVII, Number 2 


| 
hs it 
alinl provides 
= 
4 { 


nber 2 


Schedule of Events 


Dav Time 


Event 


9:00 A.M. 
7:30 A.M. 


Friday, March 21 
Saturday, March 22 


9:00 A.M. 
10:00 a.m. 
12:00 Noon 


2:00 P.M. 
5:30 p.m. 
9:00 a.m. 
9:00 A.M. 
10:00 a.m. 
2:00 p.m. 
2:30 p.m. 
5:30 p.m. 
8:30 A.M. 


Sunday, March 23 


Monday, March 24 


9:00 A.M. 
9:00 a.m. 
12:00 NOON 
1:00 p.m. 
3:00 p.m. 


EVENING 
Tuesday, March 25 8:30 A.M. 
9:00 A.M. 
12:00 NooN 


12:00 NOON 


12:15 p.m. 
3:00 P.M. 
6:30 P.M. 


8:30 P.M. 
Wednesday, March 26 8:30 A.M. 
9:00 A.M. 
2:00 p.m. 
3:00 p.m. 
8:00 P.M. 
9:00 P.M. 
8:30 a.m. 
9:00 A.M. 

12:00 Noon 
1:00 p.m. 


Thursday, March 27 


Friday, March 28 
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Board of Directors Meeting 
Reference Committee 
Chairmen Breakfast 

Ladies’ Registration 
Registration of Delegates 
Joint Luncheon Meeting: 
Board, Local Arrangements 
Committee and Scientific 
Assembly Committee 

Congress of Delegates Convenes 
Three Reference Committee Hearings 
Reference Committees 

Ladies’ Registration 

Member Registration 

Congress of Delegates 

Ladies’ Garden Fair 

Reference Committees 
Member Registration and 
Ladies’ Registration 

Congress of Delegates 

Ladies’ Registration 

Congress of Delegates Recess 
Scientific Assembly Opens 
Tenth Anniversary Historical 
Film of the Academy 

Chapter Functions 

Member Registration and 
Ladies’ Registration 

Scientific Assembly 

Ladies’ Luncheon and 

Fashion Show 

Children’s Luncheon and 
Entertainment 

Century Club Luncheon 

Mead Johnson Awards 
Delegates’ Reception and Dinner 
(honoring past presidents) 
Dallas Symphony Orchestra 
Member Registration and 
Ladies’ Registration 

Scientific Assembly 

Ladies’ Tea and Book Review 
Ross Awards 

Inauguration Ceremony 
President’s Reception and Dance 
Member Registration 

Scientific Assembly 

Assembly Closes 

Board of Directors Meeting 
Post-Assembly Tour to Mexico 


TENTH ANNUAL SCIENTIFIC ASSEMBLY—DALLAS, TEXAS 


Place 


Statler Hilton 
Statler Hilton 


Statler Hilton 
Statler Hilton 
Statler Hilton 


Statler Hilton 

Statler Hilton 

Statler Hilton 

Statler Hilton 
Memorial Auditorium 
Statler Hilton 

Fair Park 

Statler Hilton 
Memorial Auditorium 


Statler Hilton 
Statler Hilton 


Memorial Auditorium 
Memorial Auditorium 


Memorial Auditorium 


Memorial Auditorium 
Statler Hilton 


Statler Hilton 


Statler Hilton 
Memorial Auditorium 
Statler Hilton 


Memorial Auditorium 
Memorial Auditorium 


Memorial Auditorium 
Statler Hilton 
Memorial Auditorium 
Statler Hilton 
Statler Hilton 
Memorial Auditorium 
Memorial Auditorium 


Statler Hilton 
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& TRICHOMONIASIS 
4 


unanimous in placing the husband first 
among possible exogenous sources of 
re-infection.! About 39 to 47 per cent 
of persistent cases are believed to be re- 
infections from the sexual partner.? 


To forestall conjugal re-infection many 
physicians now routinely urge the use 
of RAMSES® quality prophylactics by 
the husband during the wife’s treat- 
ment course and for as long as four 
to nine months afterwards. Because 
RAMSES have “built-in” sensitivity, 
they do not dull sensation. Tissue-thin, 
yet very strong, RAMSES prophylactics 
are made of smooth, transparent natural 

m rubber. You'll find it easy to enlist a 

usbands’ help with your treatment 


plan when you specifically suggest © S. 


RAMSES. 
1, Rogers, G. C., and Fleming, J. M.: Am. J. me ee 
Obst. & Gynec. 68:563 (Aug.) 1954, 2. Kar- ae 


J.: Urol. & Cutan. Rev. 48:812 


naky, K. 
(Nov.) 1938. 
RAMSES* 


prophylactics 


JULIUS SCHMID, inc. 
423 West 55th Street 
New York 19, N. Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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SCIENTIFIC LECTURE PROGRAM 


TENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
MARCH 24-27, DALLAS, TEXAS 


Monday Tuesday Wednesday Thursday 
Hour March 24 March 25 March 26 March 27 
9:00-9:30 A.M. REGISTRATION Surgery of the Diagnostic Trauma 
BEGINS 9:00 A.M. Biliary Tract Clinic on X-Ray Nicholas J. 
Manuel E. Interpretation Giannestras, M.D. 
OPENING Lichtenstein, M.D. Leo G. Rigler, M.v. MODERATOR 
OF SCIENTIFIC MODERATOR Harrison L. 
9:30-10:00 A.M. AND TECHNICAL The Indefinite Sol Katz, M.D. McLaughlin, u.v. 
EXHIBITS Pelvic Mass Chest Fractures 
9:00 a.m. Julian M. Michael L. 
Collins, u.v. Ruffin, M.D. Mason, M.D. 
P Abdomen Hand Injuries 
Frank H. 
Mayfield, M.v. 
Head and Neck Injuries 
10:00—11 :00 a.m. RECESS FOR EXHIBITS 
11:00-12:00 a.m. Pediatric Medicine Limitations Medical Hypnosis 
1. Antibiotics in of the EKG with Practical 
Pediatrics Willis Hurst, M.v. Demonstrations 
Erwin Neter, M.D. MODERATOR William T. Heron, PH.D. 
2. Common Anemias E. Grey Dimond, M.v. MODERATOR 
of Infancy and Bruce Logue, M.D. Maurice E. 
Childhood Bryant, M.D. 
Anthony V. Milton H. 
OPENING OF PROGRAM 14.2. Erichsen, 4.0. 
WELCOMING SPEECHES 
12:00-1 :30 p.m. 1:00 p.m. NOON RECESS LECTURE PROGRAM 
1:30-3:00 p.m. The Problem of New Developments Manipulative Ss 
Aging in Medicine and Operative 
1. Medical Problems | 1. Coronary Obstetrics 
Edward H. Hashinger,| Thrombosis Herbert E. 
M.D. Howard B. Sprague, Schmitz, M.D. 
2. Psychiatric and M.D. MODERATOR 
Adjustment 2. Newer Concepts Jack A. Pritchard, 
Problems in the Treatment M.D. 
Daniel Blain, M.v. of Duodenal Ulcer Willard R. Cooke, M.v. 
3. Surgical Problems| Stewart G. Wolf, Jr., Robert A. Johnston, 
G. A. Hallenbeck, M.v. M.D. M.D. 
3. The Treatment of 
Common Skin 
Diseases 
Everett C. Fox, M.D. 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. The Emotional and The Family Doctor Urologic 
Physical Problems and His Problem Problems in 
of the Teen-Ager Eye Cases General Practice 
Andrew S. Tomb, M.v.| Malcolm A. McCannel, | Lloyd G. Lewis, M.v. 
MODERATOR M.D. MODERATOR 
John G. Young, M.v. Harry M. Spence, M.v. 
4:30-5:00 p.m. ( Pediatrician) The Dizzy Patient— Daniel R. Higbee, M.D. 
George A. Constant, Is it Labyrinthitis? 
M.D. Theo. Walsh, M.v. 
(Psychiatrist) 
EVENING STATE CHAPTER DELEGATES DINNER PRESIDENT’S 
FUNCTIONS RECEPTION 
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THE AMERICAN ACADEMY OF GENERAL PRE CTIF 
DALLAS, TEXAS, MARCH 24-27 i198 


(COMBINED WITH THE DALLAS SOUTHERN CLINICAL sociem 


Make Your 
Hotel Reservation REMEMBER: 


} Room assignments will be made in order received. 
Early! Reservation requests should be sent to the AAGP Housing 


Bureau, 1101 Commerce Street, Dallas, Texas. 
> Only a few rooms available at the Hotel Statler Hilton in 


ALTHOUGH there is a large number of hotels in Dallas addition to those set aside for delegates and speakers. , 
and a maximum of their rooms will be available for our_ Delegates must make their own reservations although a | 
Assembly, last year’s attendance in Saint Louis, Missouri, ae of rooms dap ane for them. A special form will 
indicates all rooms will be assigned by February 1, 1958. er oe 
Make Your Reservation . . . Now! But if you are unable to Be sure to list definite arrival and departure time; names of 
all occupants of room. 
attend, cancel early so another member may have an op- 
portunity to attend. Academy Headquarters will be at the Dallas Memorial 
Auditorium. 


> Delegates’ registration at the hotel Saturday morning, March 
22. Advance registration for members at the hotel on Sat- 
urday afternoon, March 22, and Sunday, March 23; also at 
the Dallas Memorial Auditorium on Sunday, March 23. Start- 
ing Monday morning, March 24, all registration at Dallas 
Memorial Auditorium. 


® CANCEL EARLY if you cannot attend so another member 
may obtain a room. 


USE THIS CONVENIENT HOTEL RESERVATION FO 


Map of Downtown Dallas 
Showing Key Convention 
Locations 
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HOTEL 


pplication 
Housing 
commodations 


YOUR CONVENIENCE in making hotel reservations for 
coming meeting of The American Academy of General 
on March 24-27, 1958, in Dallas, hotels and their 
are listed. Use the form at the bottom of this page, 
ating your first, second and third choice. Because 
he limited number of single rooms available, you will 
da much better chance of securing accommodations at 
otel of your choice if you request rooms to be occupied 
wo or more persons. All reservations must be cleared 
ugh the housing bureau. All requests for reservations 
give definite date and hour of arrival as well as definite 
and approximate hour of departure. Names and addresses 


persons who will occupy rooms requested MUST be in- 


ROOM RATES 


Singles 
$ 5.00-14.00 
5.00-11.00 


$ 9.00-15.00 


*CLIFF TOWERS 4.00- 5.50 5.50 7.00- 8.00 15.00 
COTTON BOWL 3.50 er 9.00 
CREST PARK 6.00-12.00 12.00-15.00  8.00-15.00 ...... 

(Suites only) 

*DALLAS 5.00- 8.00  6.00-10.00  8.00-1250 18.00-24.00 
HIGHLANDER 9.00 12.00 
LAKEWOOD 450-550  6.00-7.00  7.00-8.00 ......... 
LAWN 450-550  6.00- 7.00 7.00-8.00  ......... 
LENNOX 5.00 7.00 7.50 10.00-32.00 
LIDO 7.00-10.00  7.00- 9.00  8.00-10.00 20.00-25.00 
LOMA ALTO 4.50- 5.50 6.00- 7.00 7.00 10.00-12.50 
LYNN 5.00- 6.00 6.50- 7.50 7.00- 8.00  11.50-12.00 

*MAYFAIR 4.00- 5.00  5.00- 7.00  7.00- 8.00  7.50-12.00 
MELROSE 6.00-10.00  8.00-10.00 9.00-12.00 —16.00-26.00 
MIRAMAR 450- 5.00 6.50-7.00 8.50 15.00 
OAKS MANOR 6.00-10.00 9.00 8.00-10.00 18.00-20.00 

*SOUTHLAND 450-850  5.50-8.50  7.50-15.00 16.50-17.50 

*STATLER HILTON 7.00-14.00  10.00-16.00  12.50-18.00 25.00-75.00 


STONELEIGH 6.00- 9.00 8.00-11.00  16.00-28.00 

TOWN HOUSE 7.00-10.00 8.50-10.00 9.00- 9.50 25.00 
*TRAVIS 5.50- 9.00 8.00- 9.00 8.00- 9.00 15.00 
*WHITE-PLAZA 5.00- 8.00 5.50-10.00 7.00-12.00  10.00-27.00 
* WHITMORE 5.00- 6.00 6.00- 7.50 8.00 10.00-20.00 

WYNNEWOOD 4.00- 6.00 5.50- 7.00 — 6.00- 7.00 9.50-15.00 


The above quoted rates are existing rates, but are, of course, subject to change 
which aay be made tn the 


*Denotes downtown hotels. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1958 


AAGP Housing Bureau 
1101 Commerce Street 


Dallas, Texas 
J'ece reserve the following accommodations for the A.A.G.P. Tenth Annual Scientific Assembly on March 24-27, 1958 in Dallas, Texas. 
Single Room Double Bedded Room Twin Bedded Room 
2Room Suite Other Type of Room. Rate: From $. to $ 
Fint Choice Hotel Second Choice Hotel Third Choice Hotel 
Arriving at Hotel (date) Hour A.M. P.M. 
leaving (date) Hour A.M, P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
tequested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


(Individual Requesting Reservations) 


If the hotels of your choice are unable to accept 
your reservation the AAGP Housing Bureau will 


make as good a reservation as possible elsewhere 


State. 


providing that all hotel rooms available have not 
already been taken. 
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|'M ASSURED oF GrowTH 
AND DiGesTive ConTROL 
WITH HI-ProS BALANCED 
FORMULA 


rever high protein-low fat diets areindicated, ie 
~Peo. For the premature, in diartheas or for fat intol- . 
feeding difficulties, Hi-Pro's balanced formula assures 
high protein with low fat and moderate earbohydrate intake. 
Hy-Pro ia a !ow coat, spray drie*, specially processed, 
tially delactosed whole and defatiad cow's milk. . . readily 
digested and assimilated. For rapid growth and firm tiewas 
turgor, prescribe Hr-Pro, Write for samplése and further 
information. 
Serting *he medical profession singe 


JAGKSON- VITCHELL Pharmaceuticals, Inc. 


4IGH PROTEIN 
tow Fat 
Cow's 
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Notice of Proposed Amendments 


Norice has previously been given of the Tenth Annual Scientific Assembly of the 
American Academy of General Practice to be held in the City of Dallas, Texas, March 
24 to 27, 1958, at Memorial Auditorium. The Congress of Delegates will convene at 
the Statler Hilton Hotel in Dallas at 2:00 p.m. on Saturday, March 22, 1958. 

Pursuant to Articles IX and X, the following amendments to the Constitution and 
By-Laws have been proposed and will be submitted to the Congress of Delegates by 
the standing Committee on Constitution and By-Laws at the annual meeting: 


Proposed Amendment No. 1: To Amend 
Section 2 of Chapter VII of the By- 
Laws 


Proposed by the Idaho Delegation 


RELATING TO REIMBURSEMENT OF Ex- 
pENSES OF MEMBERS OF THE BoarD 
IncURRED IN ATTENDING MEETINGS 


ResotveD, That Section 2 of Chapter 
VII of the By-Laws shall be amended at 
Line 9 by substituting a period for the 
semi-colon following the word “meeting” 
and striking therefrom the remainder of 
said section. 


Explanation: At the last meeting of the 
Congress of Delegates, the Idaho 
delegation introduced a_ resolution 
which would delete the clause in Sec- 
tion 2 of Chapter VII of the By-Laws 
providing that expenses of the Board of 
Directors will not be defrayed for 
attendance at “meetings held at the 
time and place of the Annual Assem- 
bly.” There was considerable testi- 
mony in favor of the proposition that 
members of the Board who give so 
much time from their medical prac- 
tices in behalf of the Academy should 
not be penalized by being required to 
attend meetings of the Board of Direc- 
tors on the day preceding the annual 
meeting of the Congress of Delegates 
and the day following the Annual 
Assembly at their own expense. There- 
fore, the reference committee, pointing 
out that the Idaho resolution would 
require an amendment to the By- 
Laws and that due notice had not been 
given, recommended that the resolu- 
tion be referred to the standing Com- 
mittee on Constitution and By-Laws 
“with the hope that it may take favora- 
ble action on this proposal during the 
coming year.” 


Recommendation of the Committee: FOR 


Proposed Amendment No. 2: To Amend 
Section 4 of Chapter VI of the By- 


ws 


Proposed by the Board of Directors 
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To Make THE Vice SPEAKER AN Ex 
Orricio MEMBER OF THE BOARD OF 
Drrectrors 


Resotvep, That Section 4 of Chapter VI 
of the By-Laws shall be amended at Line 
7 by inserting after the word “shall” the 
words “be ex officio a member of the 
Board of Directors and.” 


Explanation: In the original By-Laws 
of the Academy there was no Vice 
Speaker. Subsequently, the office of 
Vice Speaker to succeed in the event 
of the incapacity, resignation or death 
of the Speaker was created. This was 
accomplished through amendments to 
Article VIII of the Constitution listing 
the officers. Hence, though the 
Speaker was an officer of the Acad- 
emy, pursuant to Article VIII of the 
Constitution, and ex officio a member 
of the Board of Directors, pursuant to 
Chapter IV, Section 6, of the By- 
Laws, the Vice Speaker was an officer 
only of the Congress of Delegates. The 
Board of Directors recommended that 
the Vice Speaker be made an ex officio 
member of the Board. In approving 
the recommendation, the Committee 
on Constitution and By-Laws adopted 
a motion clarifying the fact that the 
Speaker and Vice Speaker are officers 
of the Congress of Delegates, but not 
officers of the Academy. 


Recommendation of the Committee: FOR 


Proposed Amendment No. 3: 


Proposed by the Board of Directors and 
the Committee on Constitution ¢ By- 
Laws 


To CHANGE THE TITLE OF THE ExeEcu- 
TIVE SECRETARY 


Wuerzas, Last year the Board of Direc- 
tors of the Academy adopted resolutions 
changing the title of the Executive Secre- 
tary to Executive Director and the titles 
of his two assistants to Assistant Direc- 
tor, and 


Wuereas, The Committee on Con- 
stitution and By-Laws considers this ac- 


tion appropriate and desirable, and 
Wuereas, it is proper that the Con- 
stitution and By-Laws of the Academy 
be amended consistent with this action 
of the Board of Directors, therefore be it 
Resotvep, That the Constitution and 
By-Laws of the American Academy of 
General Practice shall be amended by 
striking therefrom wherever they may 
appear therein the words “Executive 
Secretary” and substituting in lieu 
thereof the words “Executive Director.” 


Explanation: At a meeting on February 
9, 1957, the Board of Directors adopted 
a resolution providing “that the title 
of the Executive Secretary is hereby 
changed to Executive Director and the 
titles of his two assistants to Assistant 
Director.” Subsequently, it was felt 
that it would be desirable to amend 
the By-Laws in accordance with this 
action of the Board. Accordingly, the 
Board adopted a motion requesting 
the Committee on Constitution and 
By-Laws to prepare appropriate 
amendments to the By-Laws and pre- 
sent them at the next meeting of the 
Congress of Delegates to change the 
title ‘Executive Secretary” to “Execu- 
tive Director” wherever it appears in 
-the Constitution and By-Laws. Pur- 
suant thereto, the Committee on Con- 
stitution and By-Laws, at a meeting on 
November 13, 1957, adopted the above 


resolution. 


Recommendation of the Committee: FOR 


Proposed Amendment No. 4: To Amend 
Section 1 of Chapter V of the By- 
Laws 


Proposed by the Kansas Delegation 


RELATING TO THE ELECTION OF OFFICERS 
—To Require THat THE NOMINATING 
ComMITTEE Present Two CANDIDATES 
InsTEAD OF “OnE OR More” FOR 
Evective Orrices, AND THAT IN Its 
Report A SECONDING SPEECH FOR 
Eacu Canpipate Be PRresenTeD, WITH 
Reasons ror His NoMINATION 


Wuereas, The American Academy of 
General Practice has become the second 
largest medical organization in existence, 
and 

Wuereas, there are many suitable and 
experienced members whose services to 
the Academy have been outstanding, and 

Wuereas, the interests of the Ameri- 
can Academy of General Practice might 
be better served by increasing the num- 
bers of candidates for each office, after 
screening by the Nominating Committee, 
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and 

Wuereas, the Congress of Delegates 
each year contains many new members 
whose knowledge of the past services of 
candidates for offices is often derived 
from sources that are not unbiased, now 
therefore be it 

Resotvep, That the word “one” on 
Line 5, Section 1, Chapter V of the By- 
Laws be deleted, and the word “two” be 
inserted in its place, and be it further 

Resotvep, That the Nominating Com- 
mittee be instructed by the Board of 
Directors to provide in their report a 
seconding speech for each nomination 
presented to the Congress of Delegates, 
and be it further 

ResotveD, That the seconding speech 
outline the qualifications of each candi- 
date and for the edification and enlighten- 
ment of the Congress of Delegates indi- 
cate some of the Nominating Commit- 
tee’s reasons for their selection. 


Explanation: The Committee on Con- 
stitution and By-Laws considered these 
proposals and came to the unanimous 
conclusion that for many reasons the 
present system, allowing the Nominat- 
ing Committee to present “one or 
more” candidates for each office, is 
better than requiring at least two. ‘It 
therefore recommends that the resolu- 
tion be not adopted. The committee 
strongly and unanimously endorses 
the suggestion that the Nominating 
Committee should be instructed to 
present the candidate for each office in 
a speech outlining the qualifications of 
each candidate for the edification and 
enlightenment of the Congress of 
Delegates. 


Recommendation of the Committee: 
AGAINST 


Proposed Amendment No. 5: To Amend 
Section 2 of Chapter I of the By-Laws 


Proposed by the Commission on Member- 
ship and Credentials 


To Deere THE TuirD ALTERNATIVE 
Unper Wuicu Canpipates FoR Mem- 
BERSHIP May Meet REQUIREMENTS FOR 
MEMBERSHIP. 


Resotvep, That Section 2 of Chapter I 
of the By-Laws be amended by striking 
all of Line 25 thereof, said line reading 
as follows: ‘(3) Three years of general 
practice.” 


Explanation: The third alternative in 
the requirements for membership pro- 
vides that any candidate meeting all 
the other requirements who has com- 
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pleted “three years of general practice” 
shall be eligible. The Committee on 
Minimum Uniform Standards of Edu- 
cation for General Practice recom- 
mended to the Commission on Mem- 
bership and Credentials, which con- 
curred, deletion of this third alterna- 
tive. This would make the absolute 
minimum requirement one year of 
graduate training (in addition to in- 
ternship) acceptable to and approved 
by the Commission on Education fol- 
lowed by two years of general practice. 
Note: If this proposed amendment is 
approved by the Congress of Delegates 
it must, in adopting a resolution of 
amendment, specify a date on which 
said amendment would become eftec- 
tive. The MUSE Committee and the 
Commission on Membership and Cre- 
dentials, in referring this proposal to 
the Committee on Constitution and 
By-Laws, recommended that this 
amendment be effective “after a speci- 
fied year, that year to be determined by 
the Congress of Delegates.” 


Recommendation of the Committee: 
AGAINST 


Proposed Amendment No. 6: 


Proposed by the Commission on Member- 
ship and Credentials 


To CHANGE oR Mopiry THE OFFICIAL 
NAME OF THE AMERICAN ACADEMY OF 
GENERAL PRACTICE 


ResotveD, That the Constitution and 
By-Laws of the American Academy of 
General Practice be amended by striking 
therefrom wherever it may appear therein 
the words “American Academy of Gen- 
eral Practice” and inserting in lieu 
thereof the words ‘American Academy 
of General Physicians.” 


Explanation: In addition to the Com- 
mission on Membership and Creden- 
tials, several other committees of the 
Academy have reached the conclusion 
that an imperative need exists to 
change the name of the Academy 
without delay. This need primarily 
results from the creation of the newly 
organized American Society of Internal 
Medicine which has indicated an aim 
to make the specialist of internal medi- 
cine stand in the eyes of the public as 
the family physician. The Commission 
on Membership and Credentials and 
the other committees concerned with 
this problem are convinced that a 
change in the official name of the 
Academy, or a modification or addi- 


tion of a subtitle to its offici:| title, js 
essential in order that the brvad field 
of family practice may be “staked out” 
for general practitioners of medicine 
and surgery, and not pre-enjted by a 
more narrowly limited specia|ist group. 
The Committee on Constitution 
and By-Laws considered «t length 
Proposed Amendment No. (i and nu- 
merous alternative names were con. 
sidered during the course of extensive 
discussion such as: 
American Academy of Physicians 
and Surgeons 
American Academy of Medicine 


American Academy of General 
Medicine 

American Academy of Family Physi- 
cians 

American Academy of Family Doc- 
tors 

American Academy of General 
Physicians. 


With so many pros and cons, with 
such a wide divergence of opinion, and 
with the recollection of the overwhelm- 
ing sentiment against a change of 
name when this proposal was con- 
sidered in 1955, the committee recom- 
mends that this proposed amendment 
be not adopted. The committee further 
recommends to the Congress of Dele- 
gates that the Board of Directors be 
instructed to employ a research agency 
to conduct a psychological study to 
determine if a change of the name of 
the Academy is desirable and if so 
which is the name of choice insofar as 
the public mind is concerned. 


Recommendation of the Committee: 
AGAINST 


Proposed Amendment No. 7: To Amend 
Section 5 of Chapter I of zhe By-Laws 


Proposed by the Commission on Member- 
ship and Credentials 


RELATING TO INACTIVE MEMBERSHIP 


Resotvep, That Section 5 of Chapter | 
of the By-Laws shall be amended at Line! 
by striking therefrom the word “active.” 


Explanation: At present this section 
provides for inactive status (excusing 
the member from both payment of dues 
and postgraduate study requirements) 
for active members who are incapacl- 
tated by reason of illness, accident, 
infirmity or active duty in the Armed 
Forces. The Commission on Member- 
ship and Credentials desires to extend 
the same privilege to associate mem- 
bers who may suffer incapacity while 
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an associate member. Section 4 re- 
quires that an associate member who 
fails to become an active member 
within one year after becoming eligible 
shall be dropped. By deleting the word 
“active” in the section referring to 
inactive membership, an associate 
member would not forfeit his right to 
become an active member by spending 
two years in the Armed Forces or by 
being ill for more than one year after 
becoming eligible to active member- 
ship. 

Recommendation of the Committee: FOR 


Proposed Amendment No. 8: To Amend 
Section 1 of Chapter VI of the By- 
Laws 


Proposed by the Committee on Constitu- 
tion and By-Laws 


To Crariry THE TERM OF OFFICE OF 
Tue PRESIDENT 


ResotveD, That Section 1 of Chapter VI 
of the By-Laws shall be amended at Line 
3 by inserting at the end of said line the 
words, “the first ensuing meeting fol- 
lowing,” and inserting following the 
word “occurs” in Line 4 the words “‘as 
president-elect,” making said sentence 
read as follows: ‘His term of office shall 
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begin at the conclusion of the first ensu- 
ing meeting following the annual meeting 
at which his election occurs as president- 
elect and expire at the conclusion of the 
next annual meeting, or when his suc- 
cessor is seated.” 


Recommendation of the Committee: FoR 


Nore: I hereby certify that the above 
proposed amendments were received by 
the secretary of the American Academy 
of General Practice in accordance with 


the requirements set forth in Article IX 
and Article X of the Constitution. 


Signed: Mac F, Canat 
Executive Secretary 


Tue Committee on Constitution and By- 
Laws considered two additional matters 
referred to it by the Congress of Dele- 
gates. 

A resolution was introduced by the 
Ohio delegation that would impose an 
absolute requirement that the Board of 
Directors “be required to meet at inter- 
vals of not more than sixty days and a 
minimum of six meetings annually.” 
The reference committee, pointing out 
that the resolution called for a change in 
the By-Laws and that due notice was not 
given thereof, also expressed the opinion 
that the exact number and time of meet- 
ings of the Board should not be set forth 
in the By-Laws but “left to the discretion 
of the Board of Directors.” For reasons 
not exactly clear, however, the resolution 
was referred to the standing Committee 
on Constitution and By-Laws “for con- 
sideration.”” The committee on Novem- 
ber 13, 1957, considered the Ohio resolu- 
tion referred to it by the Congress of 
Delegates and, in accordance with the 
expression of the reference committee, 
feels that the exact number and time of 
meetings of the Board of Directors should 
not be set forth in the By-Laws but left to 
the discretion of the Board of Directors 
which knows the work it needs to do. 
Therefore the committee is not sub- 
mitting a proposed amendment to ac- 
complish the intent of the resolution. 

The committee also considered the 
supplementary report of the Commission 
on Membership and Credentials to the 
1957 Congress regarding life member- 
ship. 

In its annual report last March, the 
Commission on Membership and Creden- 


tials reported that it had considered a 
proposal for the creation of a new classi- 
fication for “life membership” in the 
Academy. The Commission reached no 
conclusion but merely reported its dis- 
cussions to the Congress of Delegates 
and this question was referred to the 
Reference Committee on Reports of 
Officers and Committees. The Reference 
Committee on Reports of Officers and 
Committees stated that it “does not con- 
sider it wise to allow life membership in 
the near future,” but referred the ques- 
tion back to the Commission on Member- 
ship and Credentials, the Finance Com- 
mittee, the Committee on Constitution 
and By-Laws and legal counsel. Since, 
both the Commission on Membership 
and Credentials and the Finance Com- 
mittee have considered the proposal and 
recommend that it not be adopted for 
the reason that it would be im direct con- 
flict with the basic concept of Academy 
membership. A member who paid a stated 
sum and became a life member could 
thus retain his membership without com- 
plying with continuation study require- 
ments. Section 3 of Chapter I of the By- 
Laws provides that “election to active 
membership shall be for a maximum 
period of three years, at the expiration 
of which term the member shall be eligi- 
ble for re-election ...”” Obviously, life 
membership would vitiate this provision. 
(The By-Laws already provide for “‘in- 
active members” who are incapacitated 
and unable to engage in practice, and 
for “sustaining members” who have 
ceased active practice but who desire to 
continue membership.) 

The committee adopted a resolution 
agreeing with the conclusions of the 
Finance Committee and the Commission 
on Membership and Credentials that the 
proposal for life membership in the 
Academy is in direct conflict with the 
basic concept of Academy membership. 
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News from the State Chapters 


Every COUNTY in the Golden Bear State was represented 
at the California chapter’s ninth annual scientific 
meeting, held November 3 in Los Angeles. Academy 
members from Arizona, Nevada, Oregon, Nebraska and 
Wisconsin, as well as doctors from New Zealand, 
Canada and Hawaii were also registered at the meeting. 

Topics for committee meetings during the three-day 
session included: accident prevention, education, con- 
stitution, legislation and public policy, membership, 
mental health, problems of the aging, nominating, pre- 
ceptorship, and program and publication. 

In the congress of delegates the chapter asked for a 
study of California’s new Public Assistance Medical 
Care Program, and recommended standards for am- 
bulance service in the state. The suggested standards 
would require a minimum of two men to operate an 
ambulance plus certain minimum training. California’s 
medical schools were commended for encouraging pre- 
ceptorship programs within the state. Means of en- 
couraging the public’s use of seat belts was also dis- 
cussed. 

Academy Executive Secretary Mac F. Cahal of Kansas 
City was a guest speaker at the meeting of the congress. 

One of the highlights of the meeting was a dinner- 
dance at which Outgoing President Joseph W. Tel- 
ford, San Diego, was presented a plaque for outstand- 
ing service and leadership by Dr. Carroll B. Andrews of 
Sonoma and Dr. Antonio J. Franzi, San Francisco. (See 
cut.) Dr. Franzi was installed as president at this meet- 
ing and Dr. Andrews is new president-elect. 

Dr. Burt L. Davis, Palo Alto, was elected speaker, 
while Dr. Ralph L. Bennett, Los Angeles, became vice 
speaker. Newly-elected directors, Drs. Harry E. Barker 
of Ventura and Alexander Fraser of San Francisco, will 
join re-elected directors, Dr. Lawrence F. Whittaker, 
Huntington Beach, and Dr. Horace F. Sharrocks, 
Sebastopol. Dr. Frank W. Norman of Santa Rosa was 
reappointed editor of California GP at the first board 


meeting of the new officers following the convention. 
Dr. Clarence T. Halburg, Redlands, was appointed 
secretary and Dr. John A. C. Leland, Berkeley, was 
appointed treasurer. 

Over 460 guests and members attended the dinner- 
dance at which Alvino Rey and the Coquettes, the King 
Sisters and the Madcaps provided music and entertain- 
ment. 

Of great interest to the delegates’ wives was the 
Hospitality Room where coffee and rolls were served 
through the courtesy of the Los Angeles chapter. An 
art exhibit by local physicians’ wives was displayed 
there. Miss Mary Hahn, artist instructor, gave a demon- 
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Outgoing President Receives Plaque—Dr. Antonio J. Franzi, San 
Francisco, new president of California’s chapter, (center) and 
Carroll B. Andrews, Sonoma, president-elect, (left) present a plaque 
in appreciation of outstanding service and leadership to Dr. Joseph 
W. Telford, San Diego, retiring president. 


stration of silk screen printing on textile. Featured at 
the wives’ luncheon, held at the Bali Room of the 
Beverly Hilton, was a Hawaiian orchestra and style 
show of Island fashions. Mrs. Gaylord Fisher and Mrs. 
Edson Beebe headed the Wives Committee. 

Dr. Hammond Horton of La Canada was general con- 
vention chairman. 

California’s tenth annual scientific meeting will be 
held October 5-8 in San Francisco’s new Masonic 
Temple. 
> Dr. Jose A. Rivas, Belen, became president of the 
New Mexico chapter at its annual meeting October 10 
in El Paso. The meeting was held in connection with 
the Southwestern Medical Association’s session. 

Newly-chosen president-elect is Dr, Wendell H. 
Peacock, Farmington. Dr. C. Pardue Bunch of Artesia 
is vice president and Dr. Frederick R. Brown, Roswell, 
is secretary-treasurer. Selected as new directors are 
Dr. Jack C. Redman, Albuquerque, and Dr. Harry P. 
Borgenson, Alamogordo. Re-elected directors are Dr. 
Junius A. Evans, Las Vegas, and Dr. E. W. Lander of 
Roswell. 

Selected to attend the national assembly as delegates 
are Dr. Wendell H. Peacock and Dr. Earl L. Malone of 
Roswell. Alternate delegates are Dr. W. J. Hossley, 
Deming, and Dr. U. S. Marshall, Roswell. 

Dr. John S. DeTar, Milan, Mich., past president of 
the Academy, addressed the Texas members at their 
second session, a luncheon meeting. 
p> Academy President Malcom E. Phelps, El Reno, 
Okla. (see cut) addressed the members of the Florida 
chapter at the banquet of their eighth annual scientific 
meeting October 31-November 1 in St. Petersburg. Dr. 
Phelps also spoke on “Hypothermia in General Prac- 
tice,” at an anesthesia and biochemistry symposium. 
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Succeeding Dr. Leo M. Wachtel, Jacksonville, as 
head of the group is newly-elected President Henry L. 
Harrell, Ocala (see cut). President-elect is Dr. Charles 
R. Sias of Orlando and the new vice president is Dr. 
Charles D. Cooksey, Jacksonville. The group selected 
Dr. A. MacKenzie Manson of Jacksonville as secretary- 
treasurer and re-appointed Mr. Marshall D. Brainard 
as executive secretary. 

Registrants attended symposiums on such subjects 
as: antibiotics, anesthesia and biochemistry, arthritis 
and stress, and heard twelve noted authorities discuss 
the various problems. 

Ladies attending the meeting were entertained with 
aluncheon and fashion show. A special children’s tele- 
vision show was also presented. Mrs. Elmer B. Camp- 
bell was chairman of the ladies’ entertainment com- 
mittee; her vice chairman was Mrs. Earl R. Fox. 

West Palm Beach was chosen by the members for 

next year’s session. 
» Key speaker for the Maine chapter’s recent seventh 
annual meeting in Lewiston was Congressman Frank 
M. Coffin of Lewiston, who addressed members at their 
banquet. (See cuts.) Representative Coffin stressed the 
need for more rural diagnostic and treatment clinics 
in Maine, urging the hospital associations and medical 
societies to help fill the need, for both clinics and addi- 
tional physicians. 

Installed at this meeting was President Paul Marston 
of Kezar Falls, succeeding Dr. Thomas G. Harvey, 
Caribou. New president-elect is Dr. Jean Paul Nadeau, 
Lewiston; vice president is Dr. Norman Dyhrberg, 
Cumberland Mills. Re-elected as secretary-treasurer is 
Dr. Sidney R. Branson, South Windham. 

Dr. Francis A. Winchenback, Maine Medical Asso- 
ciation president, gave the welcoming address to open 
the meeting. Scientific lecturers included: Drs. Charles 
F. Branch, Central Maine General Hospital; Allen I. 
Saunders, Augusta State Hospital; John T. Konecki, 
president, Maine Radiological Society and Jou Tchao, 
St. Mary’s Hospital. 

Dr. Nadeau was chairman of the committee for the 
meeting. Assisting him were Drs. Eustache N. Giguere 
of Lewiston, Simon Beaudet and Sidney R. Branson. 

In addition to a luncheon and the dinner, the ladies’ 
program featured a tour of the Bates Division, Bates 
Manufacturing Co., where the famous Bates spreads are 
made. 
> The Michigan chapter installed Dr. Francis Perry 
Rhoades, Detroit, as the new state president at the 
11th annual fall postgraduate clinic held November 5-7 
at Detroit’s Sheraton-Cadillac Hotel. He succeeds 
Outgoing President John W. Rice of Jackson who was 
selected as Michigan’s delegate to the Academy. 

Other new officers are: Dr. Clark W. Royer, Battle 
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Academy President Speaks in Florida—Dr. Malcom Phelps, E/ Reno, 
Okla. (left), president of the Academy, addressed Florida chapter's 
meeting in St. Petersburg. He is shown with Dr. William C., Roberts, 
Panama City, president of the Florida Medical Association. 


Florida Officers View Exhibit—shown at the state’s eighth annual 
scientific meeting are (left to right): Drs. Leo M. Wachtel, Jacksonville, 
outgoing president; Henry L. Harrell, Ocala, president; George W. 
Karelas, Newberry, chairman of the Florida board of directors and 
chairman of the Academy’s Rural Health Committee; and Charles R. 
Sias, president-elect. The exhibit was prepared for the session by 
the Rural Health Committee. 


Creek, president-elect; Dr. Earl Clarkson Long, De- 
troit, executive secretary and Dr. Howard Robinson, 
Detroit, treasurer. 

Drs. F. W. Wittich, University of Minnesota and 
Arnold P. Friedman, Montefiore Hospital, New York 
City, were opening speakers on the scientific program, 
with a symposium on headache. They were followed by 
a panel with Drs. Allan C. Barnes, Western Reserve and 
Herbert C. Miller, University of Kansas. 

Other speakers throughout the meeting were: Drs. 
W. D. Snively, Jr., Evansville, Ind.; Richard T. Smith, 
Pennsylvania Hospital, Philadelphia; Richard H. 
Lyons, State University of New York; Norman Jolliffe, 
Department of Health, New York City; John B. Jewell, 
New York City; L. H. Goldberg, Nyack, N. Y.; A. Bern- 
stein, University of Pennsylvania; Kenneth G. Kohl- 
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gaedt, Indiana University; Hart E. Van Riper, Yon- 
ters, N. Y.; Barbara Korsch, New York Hospital, New 
York City; Abraham Gardner, Revere Memorial Hos- 
pital, Lynn, Mass. ; Henry Brill, Albany, N. Y.; Sol Roy 
Rosenthal, University of Illinois; James O. Burke, 
Medical College of Virginia; Martin D. Kissen, Phila- 
delphia General Hospital; Benedict Abreu, Indiana 
University; R. E. Nesbitt, Jr., Union University; 
Thomas W. Spain, Princeton, N. J.; Walter J. Reich, 
University of Chicago; J. E. Dimmette, Baylor Uni- 
versity Hospital; and A. B. Kupferberg, Raritan, N. J. 

Past Academy President and Michigan Chapter 
Member J. S. DeTar was toastmaster at the banquet, at 
which Academy President Malcom Phelps of El Reno, 
Okla. was guest speaker. A floor show, “Caribbean 
Holiday,” and dancing were also featured on the ban- 
quet program. 

The ladies’ entertainment included an afternoon tea 
and card party. 
pin behalf of his efforts in the mental health field, 
Senator Lister Hill of Alabama was presented a scroll 
by the members of the Maryland and District of 
Columbia chapters at a symposium sponsored by them 
December 12 at the Sheraton-Park Hotel in Washing- 
ton, D. C. Theme of the meeting was “Everyday Prob- 
lems in Psychiatry.” 

Dr. C. Roger Kurtz, president of the Washington, 
D.C. chapter and moderator of the meeting, told mem- 
bers that the symposium was “another step in a long- 
range program of dealing with mental illness” begun a 
year ago, when a joint committee of the Academy and 
the American Psychiatric Association was formed. 

Several prominent speakers discussed the zole of the 
family physician in the field of mental health. 

Earlier, the Maryland chapter elected and installed 
new officers at its ninth annual scientific meeting in 
Easton. President Archie Robert Cohen, Clear Springs, 
succeeded Dr. Robert W. Farr of Chestertown. New 
president-elect is Dr. Joseph Roy Guyther, Mechanics- 
ville; vice presidents are Drs. George Joseph Kreis of 
Elkton, Walter Anders Anderson of Baltimore, Walter 
Hal Shealy of Sharpsburg and Katharine A. Chapman 
of Kensington. Dr. Katharine V. Kemp, Baltimore, is 
secretary and Dr. Harry Lester Knipp of Baltimore is 
the treasurer. 

More than 300 Maryland members met to hear lec- 
turers discuss various subjects, including major prob- 
lems in tuberculosis and the need for cooperation be- 
tween clergymen and physicians. 
> Last month marked the premier printed edition of 
Oklahoma chapter’s official publication. The Okla- 
homa Family Doctor will be published at two-month in- 
tervals after this, six issues a year. Dr. Nolen L. Arm- 
strong, Oklahoma City, is editor. 
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Maine Members Hear Congressman—Rep. Frank Coffin was ban- 
quet speaker at the state’s annual meeting in Lewiston. Shown at 
the speaker’s table from left to right are: Representative Coffin, 
Outgoing President Thomas G. Harvey and Dr. Francis A. Winchenback, 
president of the Maine Medical Association. Standing (left to right) 
are: Drs. Sidney R. Branson, new secretary-treasurer; Jean Paul 
Nadeau, president-elect; Paul Marston, newly-installed president and 
Norman Dyhrberg, vice president. 


Banquet Climaxes Seventh Annual Meeting—A banquet for wives 
and members topped the recent Maine state chapter meeting. 
Dr. Jean Paul Nadeau was chairman of the committee for ihe meeting. 


Tar Heel Chapter Officers—Shown at North Carolina chapter's 
ninth annual scientific meeting are newly-elected officers (left 
to right): Dr. Glenn Best of Clinton, vice-president; Dr. J. R. Bender 
of Winston-Salem, secretary-treasurer; Dr. Charles H. Pugh of 
Gastonia, president-elect; and Dr. C. T. Wilkinson of Wake Forest, 
president. 


Guests at North Carolina Meeting—Dr. Malcom Phelps (left) and 
Dr. Osler Peterson (second from right), staff member of the Rocke- 
feller Foundation and author of the well-known analytical study on 
North Carolina general practice, were guests at the state’s annual 
session. Shown with them are Outgoing President John M. Mewborn, 
Farmville, and Dr. C. T. Wilkinson, Wake Forest, president (right). 
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Now WELL ALONG on its way, the second session of the 
5th Congress is showing a degree of activity that is 
unusual even for an election year. As evidence, the 
very first day the House Ways and Means Committee 
under its new chairman, Rep. Wilbur Mills (D.-Ark.), 
began its hearings on tax revision, including Jenkins- 
h. 

te opening day also saw 231 bills introduced, re- 
fleeting the between-the-sessions activities of members 
of Congress. By the end of the week this figure had 
dimbed to 376. Many of these bills mirrored the con- 
cern over the apparent lack of interest in science and 
technology by Americans. Thus a number of the new 
bills providing for scholarships and a science academy 
were introduced. However, health matters were not 
completely overlooked. Some bills of interest to medi- 
cine are listed below. 

The President’s State of the Union message, deliv- 
ered two days after the new session began, served to 
heighten the concern about the questionable status of 
American science and its effect on national defense. No 
reference at all was made to domestic health matters. 

More illuminating was the President’s budget mes- 
sage. While it too reflected the overriding concern with 
science and technology, it also revealed that medical 
spending would again closely approximate the $2.5 bil- 
lion budget of 1957 and 1958. A brief description of 
how the Administration expects to use some of this 
money follows. 


Veterans Administration 


It is estimated that in fiscal 1959 hospitalization and 
medical care for veterans will cost $840,150,000. Of 
this, $707 million is requested to handle an anticipated 
taily patient load of 110,900 veterans. The report 
points out that “approximately two-thirds of the pa- 
tients are receiving care for conditions not connected 


The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 


of important legislative action. 


AMA Washington Report 


with military service.” Seventy-five million eight hun- 
dred thousand dollars is asked to operate out-patient 
clinics and to pay the fees of doctors and dentists where 
clinics are not available. This sum is expected to pro- 
vide care for 2 million medical and dental out-patients. 
In addition, $50 million is expected to be used for the 
construction of a 500-bed general hospital tc replace 
an existing hospitel and for the modernization and 
repair of existing facilities. 


Department of Health, Education and Welfare 


Approximately 21 per cent, or $629 million, of the 
budget for the Department of Health, Education and 
Welfare in fiscal 1959 is earmarked for the promotion 
of public health. This represents $56 million more than 
is being spent in fiscal 1958. 

The largest single program under the Public Health 
Service, the Hill-Burton Hospital Construction Pro- 
gram, was subject to the largest single cut of all the 
health activities. In 1958, $121.2 million was author- 
ized but this year the President is requesting only $75 
million. Notwithstanding this reduction, it is estimated 
that $112 million will be spent on this program in fiscal 
1959 when hold-over money is included. As if to rub 
salt in the wound, in his budget message the President 
had this to say about the Hill-Burton program: “The 
authorizing legislation for hospital construction grants 
will expire on June 30, 1959. In view of the progress 
already made toward meeting community hospital re- 
quirements for general beds, the federal program should 
be modified to meet only the most urgent needs, with 
emphasis on specialized needs.” 

The National Institutes of Health will approximate 
their 1958 expenditures, although the funds of several 
individual Institutes will be somewhat reduced. The 
comparative estimate of expenditures for each of the 
Institutes is as follows: 


. 


National Institutes of Health: 1958 1959 

General Research 

and Services $13,200,000 $17,000,000 
National Cancer 

Institute 55,000,000 53,700,000 
Mental Health 

Activities 37,500,000 36,200,000 
National Heart 

Institute 34,000,000 33,600,000 
Dental Health 

Activities 6,300,000 6,000,000 
National Institute of 

Arthritis and Meta- 

bolic Diseases 19,300,000 19,800,000 
National Institute of 

Allergy and Infectious 

Diseases 16,200,000 16,800,000 
National Institute of 

Neurology and 

Blindness 20,900,000 19,900,000 


As pointed out in the budget, the totals for the 
National Institutes of Health represent a 100 per cent 
increase over expenditures in 1956. 

As provided under the Water Pollution Control Act, 
grants for waste treatment plant construction are ex- 
pected to run as high as $51.1 million in 1959. This 
is one of several programs that President Eisenhower 
is recommending be returned completely to the states. 

Hospitals and medical care provided in Public 
Health hospitals are expected to cost $44 million in 
1959, identical with the estimate for 1958. 

Grants for the construction of health research facili- 
ties are planned at $40 million for 1959. This is almost 
double the current rate of spending. 


Department of Defense 


The budgets for the military services do not show 
how much will be spent in salaries for medical per- 
sonnel or how much will be spent in the construction 
of medical facilities. It is, therefore, not possible to give 
a picture of projected military medical costs. 


The January AMA Washington Report listed members 
of key Congressional committees. GP now regretfully 
reports the death of Congressman Jere Cooper. Con- 
gressman Wilbur Mills (D-Ark.) replaces him as chair- 
man of the House Ways and Means Committee. 


New Legislation 


Compulsory Social Security Coverage for Physicians H.R. 9835 by 
Rep. James Roosevelt (D.-Cal.) 


This bill would bring physicians under the social [* 
security program on a compulsory basis. 


Increase of Wage Base Subject to Social Security Taxes H.R. 98341} 
Rep. James Roosevelt (D.-Cal.) 

Under this bill the wage base subject to social secur. 
ity taxes would be increased from the present $4,200 
to $10,000. The bill also provides that the wage base 
would be increased by $500 every year that the con- 
sumer price index of the Bureau of Labor Statistics in- 
creased by five points. 

It also provides for a new benefit scale with increases 
all along the line. The formula calls for payments of 60 J} 
per cent of the first $110 of monthly wage to which 
would be added 22 per cent of the average monthly 
wage on which social security taxes were paid. 


Liberalization of Requirements for Disability Benefits and Free 
H.R. 9836 by Rep. James Roosevelt (D.-Cal.) 


Under existing law before a disabled person can 
qualify for social security disability benefits, he must 
meet the following requirements: (a) be between 55 
and 65 years of age, (b) be fully insured (40 quarters of 
coverage or coverage for one-half the quarters since 
1950), (c) be currently insured (six quarters of cover- 
age in the preceding three years), and (d) coverage for 
five of the ten years preceding the date of his disability. 
This bill would make a disabled individual over 50 
eligible for benefits if he is either fully or currently 
insured. 

The bill would also liberalize the definition of disa- 
bility. An individual with a permanent disability would 
be eligible for benefits if he were not able to work in 
employment similar to that he engaged in prior to the 
onset of his disability. Present law requires that he be 
“unable to engage in any substantially gainful employ- 
ment.” 

The existence of a disability would be conclusively 
proved under the terms of this bill if the applicant sub- 
mitted a statement from a federal or state agency that 
his disability was permanent and total under the 
agency’s definition. 

The bill also provides that an individual who re- 
ceived disability benefits under the above provisions 
would be entitled to retirement benefits upon reaching 
age 65 by submitting a new application notwithstand- 
ing the fact that he may not be able to meet the re- 
quirement of “full insurance” as now provided in the 
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a the Calendar 


ified by the Commission on Education as acceptable for 
seraduate study credits under Category I. Members should 
> social FM actual hours of attendance. Maximum hours listed when 
wailable. 

_ |4-15. Cook County Graduate School of Medicine, 
annual postgraduate convention, Pioneers Memorial 
Hospital, Brawley, Calif. (16 hrs.) 

or, 14-16. University of Southern California Postgraduate 
Division, course on office orthopedics, Hotel Statler, Los 
Angeles. (23 hrs.) 

1. 17-18. Kansas University, symposium on cardiac auscul- 
tation, Kansas City, Kan. (12 hrs.) 


9835 by 


9834 by 


| secur- 
$4,200 
ze base 


toe 117-21. New York University-Bellevue Medical Center, full- 
time course on electrocardiography, New York City. 
r, 18-19. University of lowa, course in anesthesia, Iowa 
creases City. (14 hrs.) 
s of 60 Pilar. 18-Apr. 1. New York University Post-Graduate Medical 
which School, course in orthopedic aspects of the treatment of 
onthly rheumatic disorders, Tuesdays, New York City. 


Mar. 20. Kansas University and Kansas Medical Society, clinic 
on surgery of the anus and rectum, Kansas City, Kan. 

1. 20-22. Chicago Heart Association, conference on the pul- 
monary circulation, Palmer House, Chicago. 

Mar. 24-27. American Academy of General Practice, Tenth 

Annual Scientific Assembly, Dallas Memorial Auditorium, 

Dallas, Tex. (15 hrs.) 

Mar. 24-28. University of Michigan, review course in pulmo- 

nary diseases, University Hospital, Ann Arbor. 


d Freex 


mM can 
> must 
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ters of (Mar. 24-29. University of Buffalo, postgraduate course in an- 

- since esthesia, Buffalo, N. Y. 

euem Mar. 27. University of Nebraska, course in obstetrics, Lincoln 
Nebraska General Hospital, Lincoln. 

ge for Mar. 31-Apr. 4. University of Michigan, course in metabolism 

bility. and endocrinology, University Hospital, Ann Arbor. 


yer 50 
rently 


Apr. 4-5. University of Oklahoma, postgraduate course in 
trauma, Oklahoma City. 

Apr. 4~Oct. 3. Kansas University, correspondence course in 

interpretation of electrocardiograms, 26 weekly lessons, 


 disa- Kansas City, Kan. (13 hrs.) 
would Apr. 7-8. University of Nebraska, course in pediatrics, Omaha. 
ork in Apr. 7-9. Kansas University, symposium on ophthalmology, 
to the Kansas City, Kan. (18 hrs.) 
hake Apr. 7-11. University of Michigan, course in diseases of blood 


and blood-forming organs, University Hospital, Ann 
Arbor. 
Apr. 7-11. University of Michigan, review course in radiology, 


iploy- 


sively diagnostic, University Hospital, Ann Arbor. 
t sub- — Apr. 8-May 27. New York University-Bellevue Medical Center, 
y that part-time course on arthritis and related disorders, 
ae Tuesdays, New York City. 

Apr. 9. University of Oklahoma, short course in anesthesia for 

the part-time anesthetist, Oklahoma City. 

10 re- MPApr. 9-11. University of Nebraska, sixth annual postgraduate 
‘sions assembly on recent advances in clinical medicine, Omaha. 
ching Apr. 9-11. Kansas University, symposium on otolaryngology, 


Kansas City, Kan. (18 hrs.) 
Apr. 14-16. Minnesota chapter, clinical reviews, Mayo Civic 
Auditorium, Rochester. (21 hrs.) 
“Apr. 14-16. Kansas University, symposium on anesthesiology, 
; Kansas City, Kan. (18 hrs.) 
Apr. 14-18. University of Michigan, course in diseases of the 
heart, University Hospital, Ann Arbor. 
‘Apr. 14-19. Gill Memorial Eye, Ear and Throat Hespital, 31st 
anual spring congress, Roanoke, Va. 
Apr. 16-17. Indiana chapter, annual meeting, Murat Temple, 
Indianapolis. 
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* when the patient’s 
cold or ‘flu 
is complicated 
by bacterial 


bacterial invasion 
~ Each Novahistine with Penicillin Capsule contains: 
Phenylephrine hydrochloride. ..... . 10.0 mg. 
Prophenpyridamine maleate ....... 12.5 mg. 
for the ‘‘Novahistine Effect” =. 
Penicillin G Potassium... 200,000 units 
i for potent antibiotic action when 
penicillin-susceptible bacteria are 
PITMAN-MOORE ComPANY 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana = 
ww 
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Novahistine 


patients with 
colds... sinusitis 
rhinitis will 
appreciate the 
“Novahistine 


LP Effect” 


* Trademark 
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tablets 


When a patient begins breathing freely in a 
few minutes . . . with all air passages cleared 
...and this relief continues for as long as 
12 hours after a single dose . . . he is experi- 
encing the “‘Novahistine LP Effect.’ 


This “Effect” is produced by phenylephrine 
hydrochloride, a quick-acting, orally effective 
sympathomimetic, combined with chlorpro- 
phenpyridamine maleate, a potent histamine 
antagonist for synergistic decongestive action 
...on all mucous membranes of the respir- 
atory tract. 


Each Novahistine LP Tablet contains: 
Phenylephrine hydrochloride. ........ 20 mg. 
Chlorprophenpyridamine maleate... . . 4 mg. 


_ Supplied in bottles of 50 tablets. 
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confinuous relief of 


respiratory congestion for 
: as long as 12 hours with 
| \ a single dose 


T PROMPT RELIEF 

Novahistine LP Tablets start releasing 
medication almost as rapidly as a 
solution. 


| oe Novahistine LP releases its decongestive 

drugs at a constant rate in both acid and 
alkaline media . . . assuring patients con- 
tinuous relief whether the tablet is in the 


stomach or intestine. 


ial SAFE RELIEF 

With Novahistine LP there is no sudden 
“over-release”’...no uneven, sporadic 
effects. 
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And easy to use, oral dosage eliminates patient misuse of 
nose drops, sprays and inhalants... is not likely to pro- 
duce rebound congestion, mucosal damage and ciliary 
paralysis, nor make the patient “‘jittery.” 
Administration: Adults—2 tablets twice daily will provide 
an adequate therapeutic effect in the average patient. In resist- 
ant cases, a third daily dose may be indicated and can be 
safely given. Children over six—one-half the adult dose. 


ri PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 


Phenylephrine hydrochioride....... 10 mg. 
Prophenpyridamine maleate. ...... 12.5 mg. 
Dihydrocodeinone bitartrate....... . 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 
1.0 mg. 
Supplied in pint and gallon bottles. 
*Trademark 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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WHAT OTHERS ARE SAYING... 


Nonservice Disability Issue 


**Joun F. Burke of Bayonne, N.J. is the cheerful, articulate 
commander of the nearly 200,000 members of the Disabled 
Veterans of America. He lost an arm at Monte Cassino and 
took enough lead in the rest of his body to have killed most 
people. He draws 100 per cent disability pay from the 
government, and no one could possibly begrudge him a 
cent of it. So long as Commander Burke advocates a square 
deal for veterans who were wounded in battle or whose 
health was destroyed during the war, we think he is on 
firm ground. But when he rambles off into the byways of 
socialized medicine, federal aid to education and a general 
exposition of the philosophy of an all-wise, all-generous 
centralized government—as he did at a Phoenix Press Club 
forum this week—we think he is way out in left field. 

**Mr. Burke was asked specifically whether he thought 
the veterans hospitals should treat veterans with nonservice- 
connected disabilities. His answer was an emphatic ‘yes’ 
so long as the veteran qualified from the standpoint of not 
being able to pay for the medical or surgical service in a 
regular hospital. His reasoning was that such an indigent 
would require hospitalization anyway and it didn’t matter 
whether he got it in a city, county or federal hospital. 
Much as we hate to disagree with a man who has demon- 
strated his patriotism as Mr. Burke has, we think he is 
completely wrong. He is wrong because nonservice-con- 
nected disabilities are no concern of the federal govern- 
ment. If the United States Treasury is expected to pro- 
vide medical care for a veteran who falls out of a second 
story window 20 years after a war is over, it should be ex- 
pected to pay for the care of every citizen who falls out of 
a second story window. And that is socialized medicine, 
any way you look at it. 

“Veterans hospitals have no medicines or techniques 
not available to all hospitals. They can’t care for a patient 
better than other hospitals. They do have a call on the 
apparently inexhaustible tax dollars of the nation, thanks 
to one of the best organized lobbies in Washington. But 
those tax dollars come from all over the nation. There is 
no money tree in Washington. The federal government 
gets money to run hospitals in exactly the same way that 
local units of government get it. Actually, the dollars 
shrink as much as 3314 per cent on the round trip to and 
from Washington. Local units of government, to say nothing 
of local charitable organizations, can and should take care 
of indigents, veterans and nonveterans alike, when they 
become injured or sick. To say that the veteran deserves 
special care in federal hospitals for illnesses or injuries in 
no way connected with military service is to say that the 
veteran is a privileged citizen. We don’t believe the average 
veteran feels that way about it, and we think Mr. Burke is 
making a mistake in mixing up socialized medicine and aid 
to schools with the legitimate needs of the disabled vet- 
erans.”"—Phoenix, Ariz. Republic. 
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